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A rubefacient cream containing a single active principle which 
effects a rapid improvement in local blood supply, with prolonged 
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F.R.C.O.G., and SAMUEL ORAM, M.D., F.R.C.P. 
28 Illustrations. 25s. 


THE ESSENTIALS OF MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 

By R. H. MICKS, M.D., F.R.C.P.I. 
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IN FEBRILE CONDITIONS 


4 . Because LUCOZADE is so palatable it is frequently given 
2 : to children and adults in febrile conditions. These 

: patients, off their food, yet in need of the sustenance which 


LUCOZADE so attractively supplies, respond quickly 
= \ to glucose presented in this delightful, non-nauseating form. 


Lucozade 
the sparkling GLUCOSE drink 


CHLOROPHYLL 
as a healing agent 


Flexaphyll Cream provides a bland ointment that is 
recommended for use as a healing agent in the treat- 
ment of varicose ulcers, skin conditions, cuts and 
abrasions. It is also recommended as a deodorant for 
application to unpleasant wounds and ulcers. 


FORMULA 
Chi 1 (100% Sodi 
0 % 
Phenoxyethanol 2% 


é Ointment base ad 100% 
Packed in tubes 


CREAM 


Manufactured under British Patents Nos. 486847 and 625727 
CLINICAL SAMPLE AVAILABLE ON REQUEST NOT ADVERTISED TO THE PUBLIC 


FLETCHER FLETCHER & CO. LTD., VIBRONA LABORATORIES, HOLLOWAY, LONDON, N.7. 
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Analgesic Therapy 


TAB. CODEIN. Co. B.P., 


or CODIS? 


The manufacturers of ‘ Solprin’ direct your attention to 
* Codis’ for all those conditions for which Tab. Codein. 
Co. B.P. would have been prescribed. Codis possesses 
marked advantages. The ‘aspirin’ in Codis is soluble, as 
in ‘ Solprin.’ 

Placed in water, a Codis tablet provides, in a few seconds, 
a solution of calcium aspirin and codeine phosphate with 
phenacetin in fine suspension. The chance of irritation of 
the gastric mucosa is minimised because there are no 
undissolved particles of aspirin. 

Other notable advantages of Codis, arising from the in- 
clusion of aspirin in a stable and soluble form, are greater 
ease of administration and far less likelihood of intolerance 
by the patient. Being in solution, the aspirin is immediately 
available. 


COMPOSITION Each Codis tablet weighs 
11. 45grs., and contains :—Acid. Acetyl- 
salicyl. B.P. 4 grs., Phenacet. B.P. 
4 grs., Codein. Phosph. B.P. 0.125 grs., 
Calc. Carb. B.P. 1.2 grs., Acid. Cit. 
B.P. (Exsic.) 0.4 grs. 

Codis is not advertised to the public. 
DISPENSING PACK (Purchase Tax Free), 
300 tablets in distinctive gold foils of 
6 tablets each, 166 per box. 

OTHER SIZES—Packs of 20 tablets, 2/7 
each inc, P.T. (in bottles or foil). 


Soluble aspirin with codeine and phenacetin 


RECKITT AND COLMAN LIMITED, HULL AND LONDON (PHARMACEUTICAL DEPARTMENT, HULL) 


For rapid pre-operative preparation of the 
surgeon’s hands in the emergency operating 
theatre, and for cleaning and disinfecting 
the patient’s injuries, ‘Cetavlon’ has proved 
of exceptional value. 


For these purposes ‘Cetavilon’ has the 
following advantages :— 


@ Highly bactericidal in low concentration, 
against both Gram-positive and Gram- 
negative organisms. 


@ An efficient detergent — quickly and 
easily removes all contaminating matter. 


@ Non-toxic, non-irritant, and does not? 
retard healing. 


@ Solutions are easily prepared, pleasant 
to handle, and economical in use. 


‘Cetavion’ is available as a 20% Concentrate ; a 


Tincture ; and in the form of ‘Cetavlex’ Cream. 


‘CETAVLON? 


Trade Mark 


ICI) IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Ltd. 


WILMSLOW, MANCHESTER 
Ph.215/3 
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When newous tension 


the patient needs two to four ‘Oblivon’ capsules, taken 
with a draught of milk or water when already in bed. 
‘Oblivon’, by allaying nervous tension and apprehension, allows 


natural sleep without hangover. 


OBLIVON 


Presentation: Sea-blue capsules, each containing 
A British Schering Preparation | 250 mg. methylpentynol. 
Basic N.H.S. Price 25 capsules 4/6 100 capsules 14/- 


Not whether but how 


FERROUS SULPHATE is now recognised as the most efficient 
form of iron treatment for hypochromic anemias. The question 
is therefore not “ whether” but “how” it should be administered. 


The preparation should not be too bulky, nor cause gastro- 
intestinal upset, yet it must disintegrate quickly and produce 
maximum hematopoietic response. 


In ‘PLASTULES* ferrous sulphate is presented in its most 
attractive form—in a semi-solid base in a capsule which rapidly 
dissolves in the stomach, thus ensuring maximum absorption. 
*PLASTULES* induce a rapid response without gastric upset. 


*“PLASTULES’ are available in four varieties: Plain: with 
Liver Extract: with Folic Acid: and with Hog’s Stomach. 


*“PLASTULES’ Hematinic Compound 


Trade Mark 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON RD., LONDON, N.W.1 
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Armo-Nestrol and 
ARMO-NCESTROL 
Forte Tablets 


combining 
Dienestrol and Phenobarbitone Indicated in 


Dysmenorrhea and Menopausal Disorders 


Write for literature to :— 


THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD) 


LINDSEY STREET, LONDON, E.C.1 


Telephone : 
CLERKENWELL 9011 


EPHAZONE 
tablets 


Rational, symptomatic 


Telegrams : 
ARMOSATA-PHONE”’ LONDON 


coronary circulation, Phenazone, for 
its soothing effect on*the higher 
centres, and Calcium gluconate, a 
readily absorbable calcium salt, for 
diminishing capillary permeability 
and checking the secretion of mucus: 

These active ingredients with 
complementary effects in bronchial 
astbma are presented in the follow- 
ing proportions in the ‘EPHAZONE’ 


Tablet : 
treatment in Ephedrine hydrochloride - - { grain 
ASTHMA AND BRONCHITIS precoromine = Brain 
Calcium gluconate - - - - } grain 


This preparation is sanctioned for 


Each tablet contains Ephedrine, 
the important anti-spasmodic for 
bronchial spasm, Theobromine, for 
its relaxing effect on the bronchial 
muscle and for stimulation of the 


prescription under N.H.S. 


Please write for sample and descriptive leaflet 


EPHAZONE LTD 


59 BROOK ST., LONDON, W.I 
TEL: MAYFAIR 
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passages 


FENOX was introduced in the Autumn of 
1951: now, after two years’ widespread 
clinical use, its efficacy as a nasal decon- 
gestant is universally accepted. For the 
symptomatic relief of the common cold 
and other catarrhal conditions, Fenox 
offers all these advantages: 


Immediate and prolonged vasoconstriction 
No undesirable side-effects 
Water-miscible and non-oily 
Same viscosity as mucus 
Non-irritant—adjusted pH and tonicity 
Suitable for both adults and children 


peomnaie) Nasal Drops of Phenylephrine and Naphazoline. 
Ss ied in ¢ fi. oz. bottles. Net price to ee. 
Medical Profession in Gt ritain 2/1$d. Retail price 2/6d. 


Sample literature trom the Medicat 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 


— 
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in oral-iron therapy 


... ferrous gluconate, an organic iron salt, 
‘has now established itself as superior to 
inorganic iron preparations in the treatment 


of iron deficiency anaemias. 


Greater absorption and utilisation produce a 
speedy therapeutic response. Furthermore, 
undesirable side effects of nausea and gastric 
disturbance do not occur, even in patients 


normally sensitive to iron. 


: WN SS Ww" N The Ferrous Gluconate used in our 
. \v preparations is of our own manufacture and 
_ \ \ is entirely free from ferric iron. 


CEREVON TABLETS 
FORMULA: Each tablet contains: Ferrous Gluconate 0.3G. 


Available in bottles of: 100 tablets. 1000 tablets. 
Prices: 100 tablets 3/2d. plus P.T. 1,000 tablets 29/8d. plus P.T. 


CEREVON ELIXIR 


FORMULA: Each teaspoonful contains: Ferrous Gluconate 0.3G. Aneurine 


Hydrochloride 1. mgm. Riboflavin 1. mgm. Nicotinamide 10 mgm. 
Available in bottles of: 4 fl. ozs. 20 fl. ozs. 40 fl. ozs. 80 fl. ozs. 


Prices: 24/- 46 /- 90/- 


CALMIC LIMITED - CREWE HALL - CREWE ~- TEL: 3251-5 
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4 Simple, effective conception control 


without a diaphragm 


well tolerated Buffered at pH. 4.5 for optimal tolerance. 


effective Initial clinical studies (U.S.A.) 
; involving thousands of patients record 
97.9%', 98.2°%2, 98.6°%3 effective contraception. 
acceptable Elegant, odourless, low lubricating properties, does not “ leak.” 
simple — Used without a diaphragm, simply applied by means 
of the Ortho vaginal applicator. 
COMPOSITION p-Diisobutylphenoxypolyethoxyethanol and ricinoleic acid 
in a synthetic base buffered at pH 4.5. 
AVAILABILITY 3 oz. tubes with or without applicator. On initial 
prescriptions specify ‘ Preceptin Vaginal Gel with applicator.” 
BIBLIOGRAPHY 1. Clinical Experience with a New Gel-Alone Method of Contraception, Ann. 
New York Acad. Sc. 54:831 (May) 1952. 
he 2. A Method of Contraception Without Diaphragm—A Two-Year Investigation. Ann. 


New York Acad.Sc. 54:825 (May) 1952. 
3. Talladega County Health Department, Alabama. Unpublished Data, March 1952. 


Where the diaphragm method is the preferred prescription 


ORTHO-GYNOL vaginal jelly or 
ORTHO-CREME vaginal cream. 
Proven instantly spermicidal, 
ideally suitable for use with 
rubber appliances. 


ORTHO De Luxe KITS: full 
size Ortho-Gynol and _ trial 
size Ortho-Creme, with Ortho 
Diaphragm and the Ortho 
Diaphragm Introducer in per- 
manent washable plastic zipper 
purse. 


ORTHO DIAPHRAGMS: Pre- 
cision made, light, durable, 
ensuring comfort and accuracy 
of fit. 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE - BUCKINGHAMSHIRE - ENGLAND 


Makers of Gynaecic Pharmaceuticals 


ORTHO-GYNOL SETS : Ortho- 
Gynol with Ortho Diaphragm 
and Ortho Diaphragm Intro- 
ducerinsingle convenient unit. 
ORTHO-CREME SETS: Ortho- 
Creme with Ortho Diaphragm 
and Ortho Diaphragm Intro- 
ducer in single convenient unit. 


LITERATURE ON REQUEST 


widely indicated .. . 


wisely prescribed 
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IND IAT 


Maintains a continuous 


A MAINTAINED continuous state of gastric 
anacidity has heretofore been impossible without 
hospitalization and discomfort to the patient. 
Now, NULACIN achieves this desirable state 
simply, effectively and without attendant dis- 
advantages. A NULACIN tablet placed in the 
mouth between the cheek and the gum dissolves 
slowly and releases its contained medicaments 
at a rate which gives continuous neutralization 
of the acid gastric juice. NULACIN accomplishes 
this with considerably less antacid than is re- 
quired by any other method of oral adminis- 
tration. The results are comparable with those 
of intragastric milk-alkali drip therapy. 
INDICATIONS 
NULACIN tablets are indicated whenever neutra- 
lization of the acid gastric contents is required: 
in active and quiescent peptic ulcer, gastritis, 
gastric hyperacidity. 
_ Dosage: Beginning half-an-hour after food 
a NULACIN tablet should be placed in the mouth 
between the cheek and the gum and allowed to 
dissolve. 


CEN) 


provides 
drip therapy 


without a tube 


state of gastric anacidity 


During the stage of ulcer activity up to three 
tablets an hour may be required. During 
quiescent periods, for prophylaxis in peptic 
ulcer and for the relief of discomfort due to 
gastric hyperacidity, the dose of NULACIN is one 
or two tablets between meals. 

NULACIN tablets are not advertised to the 
public and have no B.P. equivalent. May be 
prescribed on E.C.10. The dispensing unit of 
25 tablets is free of purchase’tax. (Price to 
pharmacists . . . 2/-.) Also avail- 
able in tubes of 12. 


Pharmaceutical Division 


| 
a Slough, Bucks. 
[Ne 
—4 
\ REFERENCES: 
ate British Medical Journal, 180-182, 
40 + 26th July, 1952 
Gastac Anacrsis Medical Press, 195-199, 

Superimposed gruel fractional test-meal curves of Same patients as in Fig. 1, two days later, show- 27th February, 1953 

five cases of duodenal ulcer. ing the striking neutralizing effect of sucking 

Nulacin tablets (3 an hour). Note the return of 
acidity when Nulacin is discontinued. 
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The Kheumalic Lulient-a New Approach 


The new approach consists of a combined attack by the 
three components of the formula—mephenesin, which 
abolishes skeletal muscle spasm ; salicylamide, a new and 
reliable analgesic in rheumatic conditions ; with homatro- 
pine methylbromide, to prevent or diminish the gastro- 
intestinal upsets which so often accompany rheumatic 
disorders. 
MEPHOSOL is a real contribution to the problem of 
pain in rheumatism. 
Each tablet contains Mephenesin 125 mg. 
Salicylamide 250 mg. 
Homatropine methylbromide % mg. 
The average dose is 2-3 tablets every 3 or 4 hours. 
Supplied in bottles of 25 and 100 tablets. 


Registered Trade Mark 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON N.W.10 
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a new way 


In the treatment of GASTRIC HYPERACIDITY 
and the control of PEPTIC ULCER, 

this new product acts as an 

antacid buffer giving prompt 

action and prolonged effect within 

a definite and safe pH range. 


Each tablet contains : 

Aluminium glycinate (Dihydroxy aluminium 
Magnesium carbonate... Gramme 


PRODEXIN 


@ Gives prompt relief of pain. 


@ Has a prolonged and stable antacid action, 
PRODEXIN tablets, each in protective 


@ Raises and keeps gastric pH in the wrapping, are available in cartons of 
“safe zone’ of 3-5 to 4-5. 30, at 5/3d. Retail price includes 


Purchase Tax and is subject 
@ Facilitates healing of peptic ulcer. 


to Professional discounts. 
@ Is free from such side-effects as acid rebound 
and constipation. Manufactured in the Laboratories of 


@ Pleasant to take ; convenient ; economical. Cc. L. BENCARD LTD 
PARK ROYAL, LONDON, N.W.I0 


= 
fo = | 
ta; 
aciaj | 
ty = a 
contro! 
hin 
| 
N 
BENCARD 
R 
13 


THE LaANcET] 


THE LANCET GENERAL ADVERTISER 


[Ocr. 31, 1953 


PACKAGES : 
Capsules: 50 mg., bottles of 25 and 100; 
250 mg., bottles of 16 and 100. Dental 


Cones: 5 mg., ubes of 12. Denta’ Paste: 
30 mg. per Gm., jars of § Gm. Intravenous : 
vials of 100 mg. and 500 mg. Nasal: vials 
of 10 mg. with dropper. Ointment : :ubes of 
} ounce and | ounce. Ointment (Ophthalmic) : 
Ophthalmic : vials of 
25 mg. with dropper. Otic: vials of 50 mg. 
wth dropp-r. Solible Tab'ets: SO mg., bottles 
of 100. Spersoids* : jars of 36 and 75 Gm. 
Troches: 15 mg., bottles of 25. Vazinal 
Powder: vials of § Gm. (200 mg./Gm.) 
*Trade Mark 


6 tubes of & ounce. 
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AUREOMYCIN is considered the most valuable antibiotic for use in 
infections of the genito-urinary system because of its broad range of 
effectiveness . its lack of development of resistant strains even 
under prolonged treatment .. . and the greatly increased activity which is 
AUREOMYCIN is_ the 


antibiotic of choice when urogenital surgery is indicated, or when 


engendered by the acidity of the urine. 


manipulation or instrumentation of the urinary passages is required. 


After a sing'e oral dose, AUREOMYCIN appears in the urine in 
appreciable quantities during the first hour, and in high concentrations 
for 2 to 8 hours; detectable amounts of the antibiotic are found 
for as long as 55 hours after a single oral dose of 0.5 to 0.75 Gm. 
AUREOMYCIN has been reported to be useful in infections commonly 
seen by urologists, including : 

Genito-urinary infections caused by E. coli, A. aerogenes, S. faecalis, 


paracolon bacillus, staphylococcus, streptococcus and enterococcus. 


Curonic or Resistant Urinary INFECTION Non-specific Ureturitis 


Rerrer’s SyNDROME ABACTERIAL Pyurta 


GoNORRHOEA Urotocic SuRGERY 


Throughout the world, in every field of medicine, AUREOMYCIN 


is recognised as the broad-spectrum antibiotic of choice. 


LEDERLE LABORATORIES DIVISION 


ALDWYCH LONDON, W.C.2. 


BUSH HOUSE TEMPLE BAR 5418 
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Relief from PRURITUS 


The ease of treatment 
of this common dermato- 
logical manifestation is a pro- 
nounced advantage of EURAX. 
low sensitising index is a 


further advantage of EURAX, 


EURAX cream provides a 
highly effective agent for the 
relief of irritation, without stain- and primary irritation 
ing the skin or soiling linen. is a very rare complication 
Its effect continues for 6— 12 of treatment. 
hours after application, and there Available in tubes of 
is no diminution of activity with 2 ozs. and 4 ozs., 


prolonged use. The extremely and in jars of | Ib. 


Literature and sample 
available on request. 


Anti- Pruritic CREAM 
Prescribable on N.H.S. Form E.C.10. 


PHARMACEUTICAL LABORATORIES GEIGY LTD 
Rhodes, Middleton, MANCHESTER 


PH. 52 
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unified front 


Suifa-Sugracillin 250M —a potent combination of penicillin and three sulphon- 
amides — presents a unified front against sulpha- and penicillin-sensitive organisms. 
Sulfa-Sugracillin is practical for therapy because in addition to being promptly 
effective it is pleasant-tasting and readily accepted by the patient. 

When oral penicillin alone is deemed sufficient, the recommended product is 
Sugracillin 250M, which is equally palatable. 


* 
Sortified 

Each 60 cc. bottle contains 3,000,000 units of buffered crystalline penicillin G 
potassium and 6 grams of sulphonamides (2 Gm. each of sulphadiazine, sulpha- 
merazine and sulphadimidine). On addition of water to fill the bottle the resultant 
pleasant-tasting suspension provides in each 5 cc. 250,000 units of penicillin and 
0.5 Gm. total sulphonamides. 


Each 60 cc. bottle contains 3,000,000 units of buffered crystalline penicillin G potassium. On 
addition of water to fill the bottle, the resultant pleasant-tasting suspension provides in each 5 cc. 
250,000 units of penicillin. 


* TRADE MARK 


Upjohn) UPJOHN OF ENGLAND LTD., 4 ALDFORD STREET, PARK LANE, LONDON, W.1. 


FINE PHARMACEUTICALS SINCE 1885 GROSVENOR 5567 
16 
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RESPIRATORY CENTRE 
FAILURE 


4 
CARDIAC IC RENAL 
FAILURE | FAILURE 


e 
Cardoplulin provides 


Trade Mark 


point coverage 


in controlling the various complications of heart failure 


Benger Laboratories = 


Cardophylin is presented in tablets, suppositories and ampoules for 


intramuscular and intravenous administration. Literature is available on request. 


Cardophylin— manufactured by Whiffen & Sons Ltd., is distributed by 
BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE ENGLAND 
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EVANS MEDICAL SUPPLIES LTD 


announce that the 


ORIGINAL NEW LONG-ACTING INSULIN ZINC SUSPENSIONS 


NOVO LENTE INSULINS 


will be available shortly 


NOVO LENTE INSULINS are imported direct from the Novo laboratories in Copen- 
hagen, where these outstanding new insulin derivatives were discovered and developed 
by Hallas-Mgller and his co-workers. 


APPROX. 
ONSET OF DURATION | STRENGTH IDENTIFICATION PR: 

TYPES OF INSULIN ACTION OF ACTION | i.u. per mi, CoLourRS per vial of 10 mi. 
HOURS 


NOVO SEMILENTE 


Insulin Zinc Suspension (Amorphous) 


Early 12-16 40 Vermilion/Blue 4/44 


NOVO LENTE 


40 M 
Intermediate 24 
Insulin Zinc Suspension 80 


Mauve/Green 8/3 


4/44 


Insulin Zinc Suspension (Crystalline) Blue 


NOVO ULTRALENTE| pelayed | Brilliant Yellow/ 


*To Hospitals and Retail Chemists 
Characteristics of the Novo Lente Insulins 


@ Extensive clinical trials, first in Denmark and subsequently in the United Kingdom, 
have shown that they will enable not only mild and moderate but also most severe 
cases of diabetes to be adjusted on ONE DAILY INJECTION 


@ They cause no local reaction, because they contain no added protein and have been 
purified by repeated crystallisation 


@ Insulin NOVO LENTE will be used most frequently, as one daily injection will 
stabilize about 90 per cent of insulin-consuming diabetics. In other cases Insulin 
NOVO SEMILENTE Of NOVO ULTRALENTE can be mixed with NOVO LENTE, or used 
alone—Insulin NOVO SEMILENTE where the onset of action of NOVO LENTE is 
not rapid enough, Insulin NOVO ULTRALENTE where its duration of action needs 
to be further prolonged 


®@ Each batch is tested and assayed by the manufacturers, Novo Terapeutisk Labora- 
torium A/S, in Denmark, and by The Evans Biological Institute prior to release in 
this country. 


Further information is available from the sole distributors 


EVANS MEDICAL SUPPLIES LTD 


SPEKE-LIVERPOOL 19 AND RUISLIP- MIDOLESEX 
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From the Hepatic Ducts 
to the Ampulla of Vater 


Stasis in the biliary tract can 
be both a contributory and 
exciting cause of gall-stones. 
Where a gall-stone diathesis 
exists a thorough flushing of 


, by an increased flow of bile, 
will result in the solution or washing away of cholesterol 


and the removal of this cause of stone formation. 


the gall-bladder and ducts 


The 
natural bile salts in Veracolate* by their choleretic action 
encourage the production of normal bile, while the 


cholagogic action keeps the bile freely flowing. 


The 
carminative and cathartics combined with the bile salts 
in Veracolate promote peristaltic stimulation and ensure 
evacuation. 


Veracolate is obtainable from all chemists in 
bottles of 50 and 100 tablets ; also available in 
bottles of 500 tablets for dispensing purposes ; 
free of purchase tax when prescribed either 
privately or on the N.H.S. The tax free bottle 
of 500 tablets is supplied to the chemist at 
16s. 8d. net. 


VERACOLATE 


Each tablet contains 
Bile Salts 1°07 gr., Ext. Cascara Sagrada | gr., 
Phenolphthalein 0°50 gr., Oleores. Capsic. 0°04 gr 


WARNER PREPARATION 


HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William R.WARNER and @,, Power Road, London U4, 


/ 
CHOLECYsT 
eystic puct 
COMMON 
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lower temperatures 
sneezes—and winter 
approaches with 
usual crop of chest 
complaints. At this 
time of year BENYLIN 
EXPECTORANT is of 
special value. It alleviates 
stuffiness and gives 
_welcome relief from the 
7 irritation of bronchitis, 
laryngitis and other 
respiratory troubles. 
Prepared as a pleasant 
raspberry flavoured syrup, 
Benylin Expectorant 
and adults, 


In bottles of 4, 16 and 80 
fluid ounces. (Sch. 4) 


Benylin 


EXPECTORANT 


Parke, Davis & Company, Limited 


Telephone Hounslow 236! 420 
20 


: 
Pe j 
& 

Falling 
| 
| 
| 
| 

| 

| 
inc.US.A. Hounslow, Middlesex 

| 


Tue Lancer] THE LANCET GENERAL ADVERTISER [Ocr. 31, 1953 


THE CLINICIAN CHOOSES..., 


In the majority of recent papers on digitalis 


action, the drug described was Digoxin. 


Digoxin is selected for clinical research in 


cardiology because it is a pure glycoside 
of constant composition, is very rapid in 
action, and its rate of elimination is slaw 


enough to allow adequate maintenance therapy. 


Digoxin rarely produces local gastric effects. 
As in research, so in practice. For accuracy 


and safety the first choice is .... 


‘B. W. & CO.’ 


BURROUGHS WELLCOME & CO. 


(THE WELLCOME FOUNDATION LTD.) LONDON 
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‘PERNIVIT’ 
for 


chilblains 


Pernivit has proved to be remarkably effective 
both in treatment and in the subsequent 
prevention of chilblains. It utilises the 
vasodilator properties of nicotinic acid and 
the effect of vitamin K in maintaining 
normal blood coagulability and vascular 
permeability. Irritation and inflammation 
are quickly relieved. 

Dosage is from two to six tablets daily 
according to the severity of the case. The 
basic N.H.S. price of Pernivit is 2/- (Bottle 
of 50 tablets). Literature and specimen 
packings are available on request. 

May be prescribed on form E.C.10. 


THE BRITISH DRUG HOUSES LTD (Medical Department) LONDON N.I 


PRVT/E/531 
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SOCIOMEDICAL ASPECTS OF DIABETES 
MELLITUS * 


R. E. 
O.B.E., M.D., M.Sc. Leeds, F.R.C.P. 
PROFESSOR OF MEDICINE, UNIVERSITY OF LEEDS 


D1aBETES mellitus is one of the commonest medical 
disorders. In this country today there are about 150,000 
known diabetics, and probably there are a similar number 
as yet undetected. More than half of all diabetics are over 
the age of 40 and the proportion of the population over 
40 is rapidly increasing ; thus within twenty years this 
country is likely to have at least half a million diabetics 
—nearly 1% of the population. The treatment of 
diabetes mellitus therefore is a national as well as an 
individual problem. 


Diagnosis and Detection 


Beaser (1948) analysed the early symptoms of all 
patients attending a diabetic clinic, and found that 34% 
had classical presenting symptoms, and altogether 77% 
symptoms suggestive of diabetes mellitus. Diabetic 
complications were a presenting feature in only 19%, 
and weight loss was noted initially in less than half the 
patients. Beaser remarks that the severity of diabetes 
mellitus, measured by the patient’s insulin requirement, 
is influenced by the following factors, named in order 
of importance: (1) a period of untreated glycosuria, 
(2) metabolic decompensation, (3) age. A large proportion 
of the adult patients were found to have had glycosuria 
for anything up to sixteen years before they came under 
treatment, and 80% had a history of glycosuria for at 
least two years before receiving treatment. Simon (1953), 
in a survey of diabetics living in the eastern health district 
of Baltimore, confirms this experience ; for only 8% had 
had diabetes diagnosed early, compared with 78% in 
whom it was diagnosed late. 

The so-called complications are the most important 
clinical problems in diabetes mellitus, and their onset is 
related to the duration of the disease. Thus it is essential 
to know whether adequate control of the diabetes 
influences in any way the incidence of complications. 
The Joslin school (1952) hold that poor control increases 
the liability to complications, but their results relate to 
the treatment of patients once the diagnosis has been 
established. Rabinowitch (1949) followed up for ten 
years a series of private patients who had presented 
initially with glycosuria and some slight abnormality 
of the glucose-tolerance test, such as an abnormal peak 
or a lag type of curve, but who had had a normal fasting 
blood-sugar and a normal blood-sugar two and a half 
hours after a meal. In all, 133 patients were studied ; 
84 had been kept on diets as a precautionary measure, 
while 49 had either not been dieted, or else had soon 
discarded dietary control and were therefore not included 
in the dieted group. The incidence of frank diabetes was 
much higher in the group that had not been dieted. Of 
the series as a whole 39 (29-3%) developed frank diabetes ; 
the incidence was higher in the patients with a family 
history of diabetes mellitus. This study for the first time 
provided evidence that precautionary dietary treatment 
of the doubtful case lowered the risk of frank diabetes, 
and it thus enhanced the importance of the detection 
drives in which the American Diabetic Association has 
engaged for the last five years. 

The pioneer survey of Wilkersen and Krall in 1947 
was made at Oxford, Mass., where of a population of 
4983 they examined the urine and blood of 3516—just 
over 70% of the inhabitants. They used Benedict’s 


* Seventh Banting memorial lecture of the British Diabetic 
Association, delivered at Leeds on July 17, 1953. 


6792 


test for the urine analysis, and capillary blood for the 
blood-sugar estimation. They found 70 cases of diabetes 
mellitus, 40 previously recognised and 30 new cases. The 
later surveys in Arizona (Joslin 1940), Brooklyn (Hartweg 
and Glenn 1951), Jacksonville (Ford 1949), Dayton 
(Sharkey et al. 1950), St. Louis (McBryde 1949, Olmsted 
et al. 1953), Gloucester, Mass. (Getting et al. 1952), and 
in Canada (Kenny and Chute 1951, 1953), have all 
indicated that approximately one new case of frank 
diabetes is discovered for every one previously known. 

In the early survey at St. Louis the urine samples 
were collected in bottles which were obtainable from 
pharmacists. This method had obvious difficulties 
connected with preservation of specimens and collecting, 
packing, and sterilising of the containers. A later sugges- 
tion that the pharmacist should test the sample of the 
urine was not acceptable to the public. For later surveys 
Drey (1950) worked out two new devices: the ‘ Drey- 
pack,’ and a simpler modification which should be of 
inestimable value not only in survey work but possibly 
also in the routine follow-up of patients attending clinics. 
In surveys true diabetes is commonly brought to light 
by the discovery of severe glycosuria. Urine testing is 
especially valuable because of its simplicity ; but blood- 
sugar estimation is more reliable if only a single test is 
to be used. 

The Gloucester survey (Getting et al..1952) illustrated 
the difficulties of detection surveys and especially the 
problem of human caprice. 


In this survey self-testing sets were distributed after 
intensive propaganda, and the instructions for testing were 
very simple. 3252 persons registered for the sets, 1730 did 
the test, 1181 failed to test, and 341 could not be traced. Of 
those testing, 75% reported no difficulty with the test, and 
8% difficulty ; and 17% could not follow the instructions. 
Among those failing to do the test the cause was lack of 
interest in 40% and difficulty over the test in 29%. Further 
analysis of the age and academic standing of those who 
failed to test showed no significant difference from those who 
succeeded. 

Still more disappointing was the fact that of the 98, including 
13 known diabetics, who obtained a suspicious response, only 
23 consulted their physician as*requested if the result was 
suspicious. 

The Gloucester survey underlines four features of any 
detection drive : (1) the difficulty of maintaining interest ; 
(2) the procrastination in doing tests ; (3) the inaccurate 
interpretation of tests, despite simple instructions ; and 
(4) the failure of persons with a suspicious test to obey 
instructions and report to their physician. Getting et al. 
suggest that testing should be done centrally and the 
patients followed up individually where blood-sugar 
analysis is necessary. In volunteers it is impossible 
always to get specimens at a certain fixed time after 
a meal. Hartweg and Glenn (1951) have reassessed the 
data from some of the surveys, and consider the following 
values are significant for capillary blood : 


Hours after breakfast Blood-sugar (mg. per 100 ml.) 
we 160 


150 
3/3 + 


They suggest that these are minimal figures, and that 
where they are reached or exceeded it is advisable to 
do a full glucose-tolerance test. Other methods of detec- 
tion use less elaborate techniques. Ford (1949) followed 
up the relatives of diabetic patients immediately after 
diagnosis and found 31 cases amongst 736 people tested. 
The Boston Health Department distributed testing 
containers to 2000 patients who were attending for mass- 
radiography examination. 1133 of the containers were 
returned ; in 16 instances there was glycosuria ; of the 
16 patients 8 were known and 8 unknown diabetics. 
Diabetic detection surveys are costly in time, man- 
power, and material and must be repeated frequently. 
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initial study, discovered new cases of diabetes mellitus 
not detected or suspected in the first survey (Joslin 
1952). 

All the surveys have nevertheless demonstrated 
frequency and importance of glycosuria. Rabinowitch 
(1949) has also shown the importance of glycosuria as a 
herald of frank diabetes. Whether detection drives, as 
recently organised in the United States, are the best 
method of discovering diabetes mellitus is still uncertain. 
It is apparent that the profession needs to reorientate its 
views as to the significance of glycosuria, the need for 
blood-sugar analysis, and the pitfalls in interpreting 
glucose-tolerance findings, such as the danger of relying 
too much on fasting values and the importance of peak 
figures, lag curves, and the time of day when samples 
are taken. 

Treatment 

The discovery of insulin revolutionised the attitude of 
both patients and doctors towards diabetes mellitus. It 
is often said that nowadays patients die, not of, but with, 
diabetes mellitus. Is this the whole truth ? Despite more 
than thirty years’ experience of insulin there remain 
many unsolved problems both as to its fundamental 
action and as to the best method of using it in individual 
cases. 

Rosenbuch (1945) asks “‘if the prognosis of diabetes 
in childhood—taking the long view—is, in spite of the 
progress of dietary and insulin treatment, more adverse 
than had originally been expected.’’ Numerous reports 
(Dolger 1947, White and Waskow 1948, Root et al. 1950, 
Larsson et al. 1952) in recent years have emphasised the 
prevalence of the so-called complications of diabetes 
mellitus—cardiovascular degeneration, hypertension, 
renal lesions, cataract, and retinal changes—and all have 
suggested that the onset of these is related to the duration 
of the disease. Disagreement exists as to the part played 
by poor control in the causation of so-called complica- 
tions, but there is general agreement that the most 
important factor is duration of the disease. The evidence 
that cardiovascular and neuropathic complications are 
directly due to diabetes mellitus is not so sound as in 
the case of the more specific lesions—the aneurysmal 
dilatation of the vessels of the retina described by 
Ballantyne (Ballantyne and Loewenstein 1944, Ballan- 
tyne 1945) and the renal lesion described by Kimmelstiel 
and Wilson (1936). 

I would emphasise that it is hardly justifiable to refer 
to the lesion described by Kimmelstiel and Wilson as a 
clinical syndrome. The severity of the histological change 
seems to be related to the duration rather than to the 
severity of the diabetes ; and although severe change is 
associated with albuminuria, hypertension, and retinitis, 
quite severe change is also found in diabetic patients who 
have died from non-renal causes or accidentally. If these 
lesions are specific to diabetes mellitus, and proportional 
in severity to the duration of the diabetes mellitus, are 
they preventable ? Are they less frequent in the well- 
controlled diabetic? If so, what constitutes good 
control? And are the present methods and standards of 
treatment satisfactory ? 

WHAT IS GOOD CONTROL ? 

What constitutes good control? The greater freedom 
in therapy resulting trom the introduction of insulin has 
tended to make physicians neglect earlier work and to be 
slow in applying physiological knowledge. Allen and 
Sherrill said in 1922—and it is equally true today— 
‘insulin has tremendously improved diabetic treatment 
but has not simplified it.’ Physiological and chemical 
evidence confirms the opinion of Allen (Allen and Sherrill 
1922, Allen 1953) that dietary restriction, quite apart from 
its role in the prevention of obesity, is essential for good 
treatment. Houssay and Martinez (1947) found that in 
rats which had undergone subtotal pancreatectomy the 
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development of diabetes was accelerated by overfeeding. 
Furthermore they showed that the composition of the 
diet within a fixed calorie intake had a variable effect. 
A high-fat (lard) diet caused rapid development of 
diabetes in all such rats; a high-carbohydrate diet 
produced a similar but slower effect in all rats, whereas 
with a high-protein diet only 75% of the rats became 
diabetic. _ Houssay and Martinez also compared the 
effects of giving the rats their food (a) in one meal a day, 
and (b) divided into three meals. Diabetes developed 
more rapidly in the animals fed once a day than in those 
fed three times a day. Thus experimental work suggests 
that not only the total calorie intake but also the 
composition of the diet is important. 

Kekwick (1952), treating obesity in diabetic and in 
non-diabetic patients, found that the composition of the 
diet as well as restriction of calories helped to determine 
the rate of weight loss. 

Stetten (1949) emphasised that in the diabetic animal 
the metabolism of carbohydrate, protein, and fat yields 
compounds which can take part in the tricarboxylic acid 
cycle, so that interference with carbohydrate metabolism 
may have repercussions on the metabolism of both protein 
and fat. Joslin’s (1952) definition of diabetes mellitus 
indicates clearly that the clinical syndrome of diabetes 
mellitus has many possible «etiological factors, and that 
it is not always due to an absolute deficiency of insulin 
but may be due to a diminished effectiveness of insulin 
secreted. Considerable clinical, pathological, and experi- 
mental evidence support his views. Warren and LeCompte 
(1952) found that in over a third of patients who had 
died with diabetes mellitus the pancreatic 8 cells and the 
islets of Langerhans appeared normal. Wrenshall et al. 
(1952) estimated at necropsy the insulin content of the 
pancreas in diabetic and non-diabetic subjects and found 
a lower average extractable insulin content in diabetic 
subjects; in these the amount of extractable insulin 
increased continuously with age from very low values in 
the young to approximately half normal values in the 
fifth decade. That diabetes mellitus in man is not simply 
a matter of insulin deficiency is shown by comparison 
of the insulin requirements of diabetic patients with those 
of patients who have had a total pancreatectomy for 
carcinoma of the pancreas. The latter patients retain a 
normal insulin sensitivity, and on liberal diets require 
less than 50 units of insulin per day (Warren 1951). 

Bornstein (1950a and b) and Willebrande et al. (1952) 
have recently described techniques for measuring the 
insulin content of blood, and have found considerable 
reduction and variation in the blood-insulin values of 
patients with diabetes mellitus. Even more striking is the 
report that the blood-insulin values of patients with a low 
initial level are rapidly restored to normal by treatment 
and that injected insulin does not per se increase the blood- 
insulin levels (Beaser 1952, Groen et al. 1952). These 
findings, if confirmed, would suggest that once diabetes 
mellitus is diagnosed vigorous treatment should be started 
immediately to restore the blood-insulin values to normal ; 
in other words, insulin therapy should be begun at once 
even if this may not be required permanently. 

Soskin and Levine (1937) demonstrated that the rate 
of sugar utilisation by the extrahepatic tissues varied 
directly with the level of the blood-sugar. This confirmed 
the hypothesis of some clinicians that hyperglycemia 
was not necessarily harmful, and that slow stabilisation 
first by diet and later, if necessary, by insulin, without 
undue emphasis on normoglyczmia, was a sound method 
of treatment. The experimental work of Dohan and 
Lukens (1947, 1948), who produced persistent diabetes 
in cats by intraperitoneal injections of a glucose solution, 
suggests that hyperglycemia per se may be harmful. 
Many factors are concerned, however, in the regulation of 
the blood-sugar level, and alterations in this level are 
not the only metabolic disturbances in diabetes. 
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Reports on dietary contro] reveal striking differences in 
practice (Lichtenstein 1944-45, Guest 1947, Tolstoi 1948, 
Wilson et al. 1952). Mosenthal (1948) has divided the 
protagonists into three groups—the purists, the middle- 
of-the-roaders, and the free-dieters. Beaser (1951), in 
an attempt to survey present methods of treatment, sent 
a questionnaire to one in three of the medical members 
of the American Diabetic Association. 70% stated that 
they aimed at normoglyemia, and half of these physi- 
cians also tried to obtain a sugar-free fasting urine. <A 
further 23% aimed at aglycosuria, and only 7°, were not 
worried about glycosuria. All the physicians agreed that 
a well-controlled diabetic should maintain an ideal 
weight and avoid obesity ; that the diabetic should feel 
well and fit, and should avoid both ketosis and hypo- 
glycemia. An analysis of the methods used to calculate 
the diets showed that the majority used a household 
serving technique, and that only 25°% estimated the daily 
calorie needs by a formula. Beaser was in fact impressed 
by the similarity of the methods of treatment. 

These findings go far to explain the fallacy of so many 
conclusions based on supposed dietary control. In 
reading published reports it is abundantly clear that one 
of the important factors in all therapy is the personality 
of the physician and the zeal with which treatment is 
advocated by him and is followed by the patient. The 
arguments for and against the free diet are confused by 
neglect of these facts. 

Forsyth et al. (1951) showed that of 50 patients on an 
unrestricted diet who were followed up for five years, 
11 had to be put on to a controlled diet—in 2 cases 
because of the development of obesity, in 2 because of 
the development of hypoglycemic reactions, and in 7 
because of increased insulin requirements. In this short 
period of observation they found no proof that the develop- 
ment of complications was related to the form of diet. 
A ten-year follow-up from the Lichtenstein Clinic (Larsson 
et al. 1952) does not show any clear evidence in favour 
of the free, as opposed to the controlled, diet. On the 
other hand, the Joslin school (Joslin 1952) repeatedly 
state that the incidence of complications is much lower 
in the well-controlled diabetic. 


SURVEY AT LEEDS 


With a view to analysing the ability of patients to 
maintain dietary control, I undertook in the spring of 
1948 a survey of patients attending the Diabetic Clinic 
at the General Infirmary, Leeds. From a nominal roll of 
all the patients living in Leeds and attending the clinic, 
every fifth name was taken, making 103 in all. The 
patients were asked to keep a careful record of all meals 
for one week ; and it was clearly explained to all taking 
part that the information was confidential. A social 
worker. visited the home, first immediately before the 
survey began, to assess home conditions and the economic 
position, secondly during the week of the survey to check 
the record, and finally at the end of the survey to collect 
the results. In addition the patients kept an account 
of the money spent on food and in many cases gave full 
details of family income. At the same time the cost of a 
diabetic diet was determined in four typical districts of 
Leeds—the City Market, a new housing estate, a suburban 
area, and one of the poorest parts of the city. The cost 
of an average diet corresponding to 14 Lawrence Black 
Lines and 8 Red Lines was estimated both for the foods 
as purchased over the counter, and also for the foods as 
an experienced caterer with good facilities for storage 
might purchase them. Of the 103 patients on the nominal 
roll, 94 codperated. The diets were analysed for food 
content, calorie value, correctness, and cost by Miss A. M. 
Boyle, senior dietitian to the hospital, Dr. R. G. Paley, 
and myself. Certain queries about household measures 
were checked wherever possible, and where no such 
check was possible the results were classified as unsatis- 


factory. It was found that the accuracy of the dietary 
treatment of the 94 patients was satisfactory in 16, 
moderately satisfactory in 44, and hopeless in 34. In the 
satisfactory group the variation in the calorie content 
from day to day was less than 15%, and in many cases 
it was of the order of only 5%. These results, I suggest, 
are probably no better or worse than those that would 
be obtained from many of the major clinics in this country 
or America; and they illustrate how liable to error are 
conclusions based on outpatient dietary control. It is 
very easy to maintain good dietary control for short 
periods in hospital, but it does not follow that a high 
percentage of those so easily controlled in hospital can 
maintain a satisfactory diet in their own homes. 


Causes of Failure 

Why do patients fail to maintain a satisfactory level 
of control? I suggest that this failure is due to three 
main groups of causes—psychological, social, and 
educational. 

PSYCHOLOGICAL CAUSES 

The psychological factor is especially prominent in the 
juvenile diabetic. In the pre-insulin days the problem 
seemed discouraging because the prognosis: was so 
hopeless. Today, however, the position is different, and 
most clinicians will have experienced difficulty in stabi- 
lising the juvenile diabetic. Their reactions seem sur- 
prisingly different from those of children with other 
chronic diseases. The trauma caused by the discovery 
of diabetes appears to be deeper and more disturbing 
than the anxiety induced by other chronic diseases 
(Benedek 1948). It has been suggested that the disease 
is more prevalent in certain constitutional types (Daniels 
1939); but Bruch (1949), in a report based on a study 
of 37 children, showed that there was no uniform picture 
which characterised diabetics, in contrast to obese 
patients who showed a definite constitutional pattern. 
Herskovitz (1936) has, however, shown that in diabetes 
depression and hypochondriacal trends appear early, 
and an initial period of adjustment is necessary before 
making a psychological assessment. The psychiatric 
difficulties are much greater in the dependent type of 
individual ; but the main problem is one of family 
adjustment, and psycho-analytical techniques are of 
little value. It is most important to evaluate the stability 
of the home, the marital relationships, the attitude to 
other children, and the special attitude of the child in 
relation to therapy. Unfortunately tolerance and under- 
standing on the part of parents in the first few years is 
uncommon. Rather, their attitude is one of self-pity 
(‘‘ What have I done to deserve this?’’); rejection ; 
or aggression combined with a perfectionist attitude 
(‘I will not stand for it; if anything goes wrong it is 
not my fault’’). The importance of these emotional 
conflicts is very clearly brought out by the work of 
Hinkle (Hinkle et al. 1951, Hinkle and Wolf 1952). He 
and his co-workers have shown that a stressful situation 
produces a fall in blood-sugar and the serum-inorganic- 
phosphate and a rise in ketonwmia, the effects being 
more distinct in the diabetic than the non-diabetic. They 
also recorded different responses in the postabsorbtive 
state and following the injection of glucose. Situations 
leading to reactions of dejection, resentment, and loneli- 
ness were associated with higher and prolonged glucose- 
tolerance curves, whereas situations fraught with anxiety 
and tension might lead to a less elevated curve and were 
sometimes associated with relative hypoglycemia in the 
third to fourth hour. These experimental studies have 
been applied both to the unstable “ brittle ’’ diabetic 
and the elderly and relatively stable diabetic. Rosen and 
Lidz (1949) observed that in labile diabetics stressful 
situations were commonly associated with an exacerba- 
tion of the diabetes along with ketosis and coma. Like- 
wise periods of relative security were associated with 
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remissions, marked by reduced insulin requirements and 
a tendency to hypoglycemia. Over-eating was shown 
to be a characteristic response to stress. These findings 
help to explain the extreme instability of some juvenile 
diabetics. Psychiatrists contend that insistence on a 
controlled diet is a very important factor in producing 
these situations, the child resenting both discipline— 
often aggressively imposed by the parent—and the fact 
that he is different from other children. In consequence 
Mirsky (1948) and Benjamin (1947) have suggested that 
juvenile diabetics should be placed on a free diet. It 
is interesting to compare this view with the findings of 
Forsyth et al. (1951), who showed that a free diet failed 
to control adequately their juvenile and young diabetic 
patients but seemed more satisfactory with the older 
group. What has been said about the juveniles applies 
equally to all diabetic patients. The older patients, 
however, have learnt some degree of restraint, particu- 
larly of their emotions. Even though they do not neces- 
sarily react so openly, their reaction may still be similar 
to that of younger patients ; and the experimental work 
of Hinkle et al. (1950) confirms this. I think most would 
agree with Rosen and Lidz (1949) that with few disorders 
is it more clearly necessary for the physician to consider 
the patient’s problems and idiosyncrasies. Undoubtedly 
the erratic course of a number of diabetics is partly due 
to the patient’s failure to adjust to the new situation, and 
partly to the physician’s failure to realise the importance 
of this mental factor, 


SOCIAL CAUSES 


The social impact of diabetes mellitus is equally 
neglected. In the past diets were often prescribed in 
which four meals consisting of breakfast, lunch, dinner, 
and a supper snack were prescribed, without any recog- 
nition that few working-class families had, even before 
the late war, two cooked meals a day. Furthermore, 
often the foods prescribed were unfamiliar to the patients 
or beyond the range of their pocket. The cost of a 
diabetic diet has, until recently, been overlooked. 

In the survey that I undertook in 1948 (Tunbridge 
1949) it was shown that the cost of a diabetic diet 
averaged about 23s. per week (ranging from 15s. 6d. to 
40s.) in the group who were considered to have kept 
strictly to their diet. The lowest figure (15s. 6d.) was 
the only one under a pound and was from a Scottish 
housewife with a big family and a very large kitchen- 
garden. The average cost of 23s. corresponded very closely 
to the figure of 21s. 6d. calculated as the proper cost by a 
dietitian and myself. By comparison the cost of food for 
non-diabetic members of the families ranged from 8s. to 
16s., with an average of just over 10s. Each year a similar 
costing has been made for the same standard diet, and the 
figure for the spring of this year was 34s. The failure of 
many diabetics, particularly the elderly, to maintain a 
steady diet is undoubtedly due to financial stringency. 
The influence of cost on the diet was also shown in the 
detailed analyses. Usually on the first two or three days 
after pay-day the diets were reasonably accurate ; but 
from then on when funds did not permit the buying of 
extras the diet rapidly deteriorated to one of bread-and- 
butter and tea. Other important social considerations 
were the lack of various utensils and of suitable accom- 
modation for storing food. A further important dietetic 
finding was protein deficiency in the lower-income 
groups; this was usual unless the patient had been 
persuaded to take a pint of milk a day. The very sound 
rationing policy of the Government during the war years, 
with the special rations for diabetics, undoubtedly 
enabled many diabetics to maintain a reasonably 
adequate diet. For many patients the lessening of 
restrictions will no doubt complicate dietary care and 
control. Since there is still no cure for diabetes mellitus, 
the patient’s life has to be replanned. 


EDUCATIONAL CAUSES 

Practice often falls far short of theory ; and there are 
few accounts, other than in handbooks, to indicate the 
methods of educating diabetics. It is often forgotten that 
even a medical man, with a physiological training before 
the onset of the disease, requires at least three months of 
dietary control before he can enter a restaurant and 
order an accurate meal without undue emotional tension. 
If this is the minimum time required for the educational 
and emotional adjustment of a trained subject, and one 
of good intelligence, how much more difficult it must 
be for the ordinary patient. Another important difficulty 
in the elderly is that they are extremely loth to change 
their habits. It is comparatively easy to instruct a young 
adult, but much more difficult to make a lady of sixty 
change her way of life. She has always done things her 
own way, and in any case food is one of the central 
features of her life. 

In this country we are deeply indebted to Dr. Lawrence 
for his admirable books and for his work in coéperation 
with Prof. R. A. McCance, F.R.s., and Miss E. M. 
Widdowson, D.sc., in analysing common foods in terms 
of available rather than total carbohydrate content. 
Many instructional books, mostly American, are now 
available ; these are designed to suit all tastes, including 
that for strip cartoons. 

It is only the exceptional patient who can appreciate 
the full significance of the carbohydrate, fat, and protein 
content of a diet. If one can make the patient understand 
the carbohydrate equivalents and the significance of 
total calorie intake, reasonable dietary control can be 
achieved. To attain and maintain such a standard it is 
necessary to use every device possible—talks, discussions, 
displays, demonstrations, and films—with the constant 
repetition of essentials. The physician must take an 
active part in such teaching. He needs of course the 
assistance of trained staff—e.g., dietitians, almoners, and 
specially trained nurses—but they should all form a 
team and take every opportunity to help the diabetic with 
his problems. The patient is far more likely to codperate 
if the physician takes a personal interest in his diet and 
makes a point of asking detailed questions relating to 
dietary control as well as showing readiness to answer 
questions in detail. 

Should patients weigh all their food ? Routinely it is 
more practicable to use household measures than scales, 
and reasonable accuracy can be attained with the 
former. Ideally a patient should, from time to time, 
check her diet by weighing the food. It is regrettable 
that adjustable scales, which are much in demand, are 
not obtainable at a reasonable price in this country, 
though such equipment is readily available in the United 
States. 


Environment 
CAMPS 


The institution of diabetic camps has proved most 
helpful in the treatment of the juvenile diabetic. The 
first camp for diabetic children was started by Dr. L. F.C. 
Wendt, of Detroit, in 1925. In North America in 1951 there 
were eighteen camps that could take altogether 2000 
children per annum, but only 1300 attended. Last year for 
the first time the British Diabetic Association decided to 
organise such camps. What is their object ? Are they to 
be adjuncts to hospitals—in other words, convalescent 
homes—or are they to be holiday camps ? I would agree 
with Marble (1952) that the primary aim of the camp 
should be to show diabetic children that they can take 
part in the activities of a normal child, and that, with 
reasonable attention to diet and regularity of meals and 
insulin injections, they can live as ordinary children. A 
camp should be for diabetic children only, and under a 
warden who is non-diabetic and non-medical. It is, how- 
ever, an advantage if a few of the staff are diabetic, 
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because it is good for the children to see adults whom 
they know to be diabetic behaving in the same way as 
adults who are not diabetic. The provision of holiday 
homes suited to the needs of older age-groups would be 
of great value. 

HOSTELS 


The difficulty of controlling satisfactorily the juvenile 
diabetic is especially great when a child comes from a 
home that is poor economically or, still more important, 
emotionally and morally. To those interested in child 
welfare such children become a serious problem, spending 
their lives in and out of hospital, and obtaining little or 
no schooling ; they are liable to become unemployable 
at a very early age. Several hostels for diabetic children 
have now been opened in Great Britain; and we have 
reason to be grateful to Dr. P. Henderson, of the Ministry 
of Education, for the prominent part he has played in 
drawing attention to the problem. It is too early to 
assess the place and function of these hostels, but the 
experience gained will be invaluable. 


EMPLOYMENT 


Employment is a difficult problem. Diabetic patients 
are entitled to register as disabled persons, yet most 
physicians try to treat them as, and encourage them to 
believe that they are, normal persons. Certainly the 
majority of diabetic patients wish to keep to themselves 
all knowledge of the disease ; they hate being considered 
different. The increasing number of persons employed in 
Government service, whether local or national, has 
created a new situation for the diabetic, because all 
persons in Government employ must be superannuable. 
Diabetics find no difficulty in obtaining temporary 
employment, but there is reluctance to take a diabetic 
patient on to the permanent staff of a Government 
department. Certain types of employment create special 
problems—namely, those involving extremes of physical 
exertion or long or variable hours of work, and those 
carrying special responsibility involving the lives of 
others. One of my patients, a platelayer, is extremely 
well stabilised for five days of the week ; but, despite 
active gardening over the weekend, finds it difficult to 
control his diabetes on Saturdays and Sundays. The 
problem of the person who works long hours and has no 
access to a canteen also requires ingenuity in manage- 
ment, since the usual diet does not permit of a very 
liberal sandwich meal. It is difficult to obtain satisfactory 
control for a patient employed in this kind of work 
unless he is highly coéperative and imaginative. 

Work which involves great public responsibility, 
particularly for the lives of others, such as that of pilot 
with a commercial airline, engine-driver, or driver of 
public road transport, is not suitable for diabetics, and 
therefore should not be undertaken. The slightest error 
in judgment, due to variation in the blood-sugar level, 
might have such serious consequences. 

The question of employment involving driving is 
much more difficult. Some licensing authorities have 
been reluctant to grant driving-licences to diabetic 
patients. 


One of my patients, a married man with a large family, 
who has been employed on road haulage for many years was 
recently ordered by the Road Haulage Executive to give up 
long-distance driving and take a depot appointment. He had 
had diabetes mellitus for fifteen years and had no blemish on 
his driving record. As the change of employment was likely 
to involve a loss of £3 a week in wages, I appealed on his 
behalf; and the transport authorities have permitted him to 
continue long-distance driving. 

The requirements for acceptance of a diabetic as a driver, 
besides motoring proficiency, should be known conscien- 
tiousness in adhering to his régime, and good control on 
a moderate dose of insulin. Where there is an indication 
that the patient cannot be relied on to manage his 


diabetes, or there has been an accident which might be 
due to mismanagement of this disorder, the licence 
should be withdrawn. Human nature being what it is, 
only the most stringent care by diabetics will ensure 
public confidence in their normality. But misbehaviour 
by the undisciplined patient should not mar the 
opportunities of the good diabetic. 


Further Considerations 
URINE TESTING 


Diabetic patients with few exceptions should be able 
to test their urine. The recent development of testing 
equipment, such as the ‘Clinitest’ and ‘ Glucotest’ 
has made testing simpler and easier. Physicians tend to 
over-emphasise minute differences of colour even though 
they know that the finer distinctions may be of doubtful 
significance. A test need only record absence, a faint 
trace, or a large amount of sugar. The practice of asking 
patients to make readings in percentages is unwise, 
since it gives them a false sense'’of accuracy. If they 
are taught to test the urine, how often should tests be 
made ? The answer of course is an individual matter for 
the physician and patient. There are some obsessional 
patients who will test innumerable times a day, and there 
is little that can be done about it save to reassure them. 
The intelligent coéperative diabetic patient should be 
taught to test daily at least the second morning specimen 
passed after rising and before breakfast, and at all other 
times when he feels it to be necessary. With those who 
will not do this one must insist that they test a similar 
morning specimen of urine at least on three or four days 
every fortnight, and daily when they feel ill. The testing 
of twenty-four-hour specimens of urine is a valuable 
means of assessing carbohydrate loss, but it is a hospital 
research investigation rather than one suitable for the 
routine surveillance of diabetics living at home. There 
is considerable divergence of opinion as to the wisdom of 
instructing patients in testing urine for ketone bodies, 
owing to the potential fallacies of routine tests. If the 
new commercial testing sets prove reliable, both as to 
testing and keeping properties, the tests for ketone bodies 
could be taught to many more patients. 


INSULIN THERAPY 


Wherever possible, patients should be taught to 
administer their own insulin. Repeated demonstrations 
of the technique should be given, with ample opportunity 
for discussion. Patients should bring their syringe and 
equipment with them to the clinic from time to time for 
routine overhaul. Many difficulties would be solved by 
the adoption immediately of a standard syringe and the 
abolition within, say, six months of all other varieties 
supplied to N.H.S. patients. 


MARRIAGE 


The mechanism of inheritance of diabetes mellitus is 
still not clearly understood, but it is generally accepted 
that a diabetic tendency can be inherited. Pincus and 
White (1933, 1934) originally suggested that this tendency 
was inherited as a mendelian recessive ; but this view 
has not been accepted without reservation by later 
workers (Harris 1949, Watson and Thompson 1950). 
Certainly in juvenile diabetics there is considerable 
evidence for the hypothesis of Pincus and White, but 
one of the many difficulties in assessing diabetic inheri- 
tance is the variety of clinical syndromes which are 
labelled as diabetes mellitus and the possibility that 
clinical diabetes in the middle-aged is not the same 
disease as diabetes in the young. From the point of view 
of inheritance, however, it would seem unwise for a 
diabetic woman married to a diabetic man to have 
a family. Far more important to the diabetic woman is 
the increased risk of toxemia of pregnancy and of 
foetal abnormality and mortality. In recent years, owing 
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to the codperation of obstetricians with physicians, the 
outlook has improved ; but the most important factors, 
in my opinion, in deciding about marriage are personal 
ones. A stable partnership, a settled home life, and the 
added purpose to life given by children give such 
emotional satisfaction that control of the diabetes is 
likely to be better. It is wrong to suggest that a diabetic 
should not marry and that the diabetic woman should 
not have a family. The facts of the position should be 
carefully explained and decisions left to the individual. 


INSURANCE 


For many years it has been suggested to diabetic 
patients that their expectancy of life, if they maintain 
good control, does not fall far short of that of a normal 
individual. Joslin was the first to preach this gospel, and 
in his enthusiasm went so far as to suggest that with 
the greater care diabetics exercised over their health 
their expectancy of life might be greater than normal. 
Diabetic patients, however, were somewhat disconcerted 
by the attitude of the insurance companies ; for, until 
1940, these refused to consider a diabetic patient even at 
an enhanced premium. In 1940 the Manufacturers Life 
Insurance Company of Canada first undertook life 
assurance for the diabetic. A number of other companies 
have since adopted a similar policy, and in this country 
a diabetic can obtain insurance at an increased premium. 
Blotner and Marble (1951), in discussing life assurance, 
laid down a number of points which they consider should 
decide the acceptability of a candidate—the age at 
onset of diabetes, the duration of diabetes, the prescribed 
diet and adherence to it, the insulin dosage and faith- 
fulness in keeping to this, the frequency of urine tests for 
sugar and nature of the results, the common level of the 
blood-sugar, the incidence of coma and severe hypo- 
glycemic reactions, evidence of degenerative complica- 
tions, chest radiographs and electrocardiographs, and 
how often the applicant attends his physician. This list 
is formidable, and it would be interesting to know the 
relative importance attached by the insurance companies 
to each of these criteria. Montgomery (1952), writing on 
his experiences with the insurance of diabetics, does not 
list so many factors but emphasises the importance of 
the conscientiousness with which the patient supervises 
his treatment and the regularity with which he attends 
his physician. It is noteworthy that, although experience 
is limited, the insurance companies have so far shown no 
regret at having undertaken the insurance of diabetics. 
In this country it is necessary for the diabetic to submit, 
in addition to the ordinary proposal form, a special 
diabetic questionnaire, and to give the name of the 
clinie he is attending and also that of his private doctor. 
The diabetic questionnaire asks routine questions about 
diet, insulin, and duration of disease ; but too much 
detail is not sought about blood-sugar estimations and 
other points, although in the medical report all this 
essential information is required. No specific question 
is asked about family history ; and as far as I can judge 
the companies as yet attach no particular importance to 
family history in accepting or rejecting an applicant. 
Similarly in this country radiographic examination of the 
chest is not demanded as a routine. It is still early for a 
full actuarial assessment, but the fact that the insurance 
companies are not dissatisfied with their experience 
hitherto is reassuring for the diabetic patient, and also 
encouraging to those concerned in the supervision of 
patients. 

ASSOCIATIONS 

This country, under the persuasive influence of Dr. 
R. D. Lawrence, was the first to form a diabetic associa- 
tion. At first the project was much criticised, but the 
value of such an association has been proved by the 
number of similar associations founded in other countries, 
not only for diabetics but also for patients with other 
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chronic or crippling disorders. Through the association 
members can keep up to date with current practice and 
thought, exchange ideas, and receive encouragement 
without the need to declare publicly that they are subject 
to the inconvenience of a diabetic life. Success stories 
have their value in serving as a stimulus and encourage- 
ment to weaker brethren. An association has also a role 
in educating the public as well as the patient and the 
medical profession ; and it can make representations to 
official bodies about matters, such as employment, 
driving-licences, syringe manufacture, rationing, special 
foods, and insurance, which are so important to the 
individual patient. 


RESPONSIBILITY FOR TREATMENT 


It is estimated that in Great Britain today there are 
3 proved cases of diabetes mellitus per 1000 of the 
population. Joslin considers that for every known 
diabetic an undiagnosed case of diabetes exists, so that 
one could assume that on the average in this country a 
general practitioner might be expected to have at least 
a dozen diabetic patients on his list at any one time. 
With this limited clinical material and the lack of 
necessary facilities for blood-sugar determination, the 
practitioner cannot be expected to assume the entire 
responsibility for surveillance, although he should be well 
versed in the diagnostic problems and the principles of 
routine management. It is essential for the diabetic 
patient to visit periodically—at least once every six 
months—a physician specially experienced in the control 
of diabetes mellitus. The need for such surveillance is 
emphasised by the importance which insurance companies 
attach to regular medical supervision of diabetic patients. 

Should the initial treatment be in hospital, in a special 
unit, or at home? Two features are essential in early 
treatment: (1) the patient must be adequately instructed 
on diet, urine testing, insulin therapy, and _ similar 
matters, and (2) he should be emphatically told that 
with reasonable care a normal life is attainable. For these 
reasons admission to hospital has many undesirable 
features. The routine of hospital life is far removed from 
normality, and mere admission to hospital makes the 
patient feel an invalid. Similarly treatment at home 
makes concentrated instruction difficult. The patient 
with uncomplicated diabetes should be admitted to a 
hospital annexe or special convalescent home or hostel 
so that with the minimum of medical supervision he can 
lead a more normal life than is possible in hospital. He 
should be able to select his diet from a buffet and receive 
instruction, and witness practical demonstrations, in all 
aspects of routine therapy. Such centres could serve, not 
only for initiating therapy, but for routine checks. The 
idea is not new, and would have been put into effect in 
Leeds but for the war. The Joslin group are developing 
such a scheme at Boston. It should save money, because 
the overheads of a hostel would be very considerably less 
than those of a hospital. Hospital admission should be 
reserved for the complicated cases and not utilised for 
routine stabilisation. 


Conclusion 


The most important problem is the development of the 
so-called complications ; and the evidence suggests that 
the frequency and severity of these depend on the 
duration of the disease and the degree of control. It is 
essential, therefore, that we should diagnose diabetes at 
the earliest possible moment and, once the diagnosis is 
made, adopt all means to ensure adequate control. 
Sustained adherence to a diet is essential ; the attention 
given to diet and insulin therapy seems to be the most 
important single factor in good control. Adherence to a 
diet does not imply starvation. No sound evidence has 
yet been forthcoming to refute the contention of Allen 
(1923) that the most important factor governing 
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insulin with any ‘ordinary plan of diet is 
not the carbohydrate content but the total calorie 
content. The fact that at least ten years are necessary 
to assess the effect of a diet on the incidence of complica- 
tions, and that at least 25% of the population have 
neither the inclination to follow a diet nor the intelligence 
to comprehend what. dietary control means, should not 
cause despair. The treatment of every diabetic patient 
is an individual affair, and calls for an understanding 
not only of diabetes mellitus but of many personal and 
social factors, as well as for patience, thoroughness in 
training, and continuity of supervision. Finally, good 
control necessitates attention to the blood-sugar level 
and the avoidance of hyperglycemia. The criteria of 
good control should be that the patient feels well and is 
sapable of physical activity commensurate with age, that 
his weight remains steady and is within 10 Ib. of the 
normal for age and height, that both ketosis and hypo- 
glycemia are absent, and that the blood-sugar level is 
kept as near to normal as possible. 
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BacTERIA are often distributed unevenly in the 
sputum in chronic bronchitis, with the result that single 
cultures of sputum specimens may fail to reveal all the 
bacterial species present (May 1952, 1953). Cultures 
should be made from at least five different parts of each 
specimen, or a single culture may be made from liquefied 
sputum (Rawlins 1953). Using these methods of culture, 
analysis of the association between pus in the sputum 
and organisms known to be potential pulmonary patho- 
gens has shown that these organisms, especially H@mo- 
philus influenze and the pneumococcus, are likely to be 
pathogens in chronic bronchitis (May 1953). Further 
evidence for this can be obtained by eradicating the 
presumed pathogens from the sputum by chemotherapy 
and noting any coincident improvement in the patient’s 
condition. This is the subject of the present report, 
which includes also some observations on the clinical 
value of chemotherapy in chronic bronchitis. 


Materials and Methods 

Patients investigated.—All the patients investigated 
were attending the Brompton Hospital. There were 
18 inpatients, all of whom were expectorating either 
purulent or mucopurulent sputum, and 21 outpatients. 
The sputum of 4 outpatients was either purulent or 
mucopurulent, and that of 17 was persistently mucoid 
during the period of observation. 

Collection of sputum.—A “specimen” of sputum is 
defined as a portion of sputum produced as a result of 
one bout of coughing only. Specimens for bacteriological 
examination were expectorated into sterile ‘‘ universal ”’ 
containers. Cultures were made usually within three 
hours of expectoration of the specimen—never more than 
six hours. Owing to the variation of flora from one 
specimen to another (May 1953) at least 6 specimens 
were examined from each inpatient before and after 
chemotherapy. It was not practicable to obtain more 
than 3 fresh specimens from outpatients. An interval of 
two days elapsed in every case between the end of 
chemotherapy and the examination of further specimens 
of sputum. 

Bacterivlogical techniques.—Each specimen was rinsed 
in about five times its volume of sterile physiological 
saline solution to remove most of the adherent saliva. 
Cultures were made on blood-agar by either the ‘ five- 
culture method ’’ (May 1953) or a single culture after 
liquefaction of the sputum by pancreatin (Rawlins 1953). 
Cultures were incubated aerobic ally at 37°C for twenty- 
four hours, after which appropriate diagnostic tests were 
made to identify the organisms isolated. 

Assessment of changes in patient’s condition.—Sub- 
jective changes in each patient’s condition were noted ; 


” 


but, owing to the difficulty in assessing them, attention 


was paid mainly to changes in the pus content and to 
the daily volume of the sputum, both of which can 
be measured with reasonable accuracy. In the earlier 
investigations the proportion of pus was assessed by 
naked-eye inspection and by examination of stained 
films of the sputum. Subsequently, following the demon- 
stration by G. A. Rawlins (personal communication) that 
the cells in sputum were not destroyed by the pancreatin, 
the pus cells were enumerated by a simple counting 
technique after liquefaction of the sputum. The relative 
numbers of neutrophil and eosinophil polymorphs were 
determined by differential counts on stained films made 
from the liquefied sputum. White-cell counts were made 
from time to time in many patients, especially those 
receiving chloramphenicol. 
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Results 


Owing to the wide range of antibacterial activity 
possessed by most antibiotics it was often impossible to 
eliminate organisms one by one from the sputum and 
thus to correlate the removal of each in turn with changes 
in the sputum. However, the disappearance and reap- 
pearance of some organisms bore no constant relationship 
to the disappearance of pus during chemotherapy and its 
subsequent reappearance, suggesting that these organisms 
were non-pathogens. For example, in the sputum of the 
patient shown in the accompanying figure Streptococcus 
viridans and Neisseria catarrhalis were always present, 
regardless of the amount of pus. Staphylococcus albus, 
which was present initially, was not found after penicillin 
therapy but reappeared after aureomycin therapy, when 
the number of pus cells was very considerably reduced. 
Moreover, when pus reappeared, Staph. albus could no 
longer be found. Similarly, non-hzemolytic streptococci 
were found after penicillin therapy, when a considerable 
amount of pus was still present, and they disappeared in 
parallel with the pus after aureomycin therapy. These 
organisms did not reappear, however, when the sputum 
became purulent again. The lack of any correlation 
between the presence or absence of each of these four 
organisms and the disappearance and reappearance of 
pus suggests that they were non-pathogens. 

Changes in the amount of pus in the sputum, however, 
were often accompanied by a parallel disappearance or 
reappearance of other bacteria. In the patient shown in 
the figure penicillin caused some reduction in the amount 
of pus, which was associated with the disappearance of 
pneumococci from the sputum. H. influenze was found 
after penicillin therapy and was subsequently removed by 
aureomycin. Coincidently there was a considerable 
reduction in the number of pus cells, and the daily 
volume of sputum became less. When later the pus and 
volume increased once more, H. influenz@ had reappeared 
in the sputum. Though the pneumococcus did not recur, 
and its exact relationship to the pus could not be assessed, 
probably this organism and H. influenz@ were pathogens 
in this patient. 

This case has been described in detail to illustrate the 
use of antibiotics in assessing the significance of organisms 
in the sputum. Similar reasoning was used in the inter- 
pretation of changes observed in other patients, but these 
findings will be presented in simplified form. 
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Changes caused by antibiotics in the bacterial flora, pus-cell content, 
and daily volume of the sputum of a patient with chronic 
bronchitis. Three speci of sp were examined for each day 
on which cultures and counts of pus cells were made. The culture 
results shown in the chart were compiled by bining the observa- 
tions made on the three specimens for each day, and the cell counts 
are the means of the results for each group of three specimens. The 

I ts show the total amount of sputum expectorated 
during each 24-hour period. 
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TABLE I—INCIDENCE OF POTENTIALLY PATHOGENIC BACTERIA 
IN PURULENT SPUTUM (22 PATIENTS) 


| Heemo- 
Fried- 
Pneumo- H. Staph. lytic 
Case nos | lander’s 
coccus |influenze| aureus | strepto- 
| coccus bacillus 
1-4 + - - | - ~ 
6-8 + + 
9 - | + 
16 + - 
PATIENTS WITH PURULENT SPUTUM 


This group comprised 22 patients, all of whom were 
expectorating either purulent or mucopurulent sputum. 
In no case was there any clinical evidence of acute 
bronchitis. There was no rise of temperature, and the 
patients felt well except for the incapacity caused by 
their breathlessness. The organisms isolated from the 
sputum of these patients may be considered most con- 
veniently in two groups: 


(1) Organisms known to be capable of causing acute 
pulmonary infections—i.e., potential pathogens—pneumo- 
coceus, H. influenzae, Staph. aureus, group-A hemolytic 
streptococcus, and Friedlander’s bacillus. These will be 
referred to as “ pathogens.” 

(2) Organisms of doubtful pathogenicity as regards acute 
pulmonary infections—Strep. viridans, non-hemolytic strepto- 
cocci, diphtheroid bacilli, N. catarrhalis, and Staph. albus. 
These will be referred to as ‘‘ non-pathogens.” 


Chemotherapy was planned in each case to eliminate 
the ‘“ pathogens’’ one by one, but, as previously 
explained, this was not always practicable. Changes in 
the ‘‘ non-pathogens ’’ were also noted, but in no case 
could the disappearance or reappearance of any of these 
organisms be correlated with the presence or absence of 
pusinthesputum. This fact suggests that these organisms 
were truly non-pathogens. 

The incidence of ‘‘ pathogens ’’ in this series is shown 
in table 1. The pneumococcus and H. influenze were 
commonest ; hemolytic streptococci were not observed. 
The effects produced by eradication of these organisms 
by chemotherapy were as follows : 


Pneumococcus 


Pneumococei were isolated from the sputum of 16 
patients (table 1, cases 1-16). They were eradicated by 
chemotherapy without interference with the remaining 
flora in 14 instances. In 5 of these the pneumococcus 
was the only “‘ pathogen’? In 1 (case 5) the sputum 
disappeared completely after chemotherapy. In the other 
4 (cases 1-4) disappearance of the pneumococcus was 
accompanied by disappearance of pus and by reduction 
in the volume of sputum. Pneumococci were associated 
with Staph. aureus in 3 patients (cases 6-8). The pus 
disappeared from the sputum of 1 (case 6) when both 
organisms were eliminated simultaneously. In each of 
the 2 other patients (cases 7 and 8) removal of the 
pheumococei was accompanied by disappearance of the 
pus, although Staph. aureus remained in each case. 
Removal of pneumococci from the sputum of 7 patients 
(cases 9-15) from whom H. influenze@ was also isolated 
(Friedlinder’s bacillus as well in case 9) led to some 
reduction of the pus in 5 cases and no change in 2. Subse- 
quent removal of H. inflwenz@ was accompanied by dis- 
appearance of the pus. Simultaneous removal of pneumo- 
cocci and H, influenee from 1 patient (case 16) coincided 
with a reduction in the amount of pus. Relapses in 
which the reappearance of pus was accompanied by 
reappearance of pneumococci in the sputum were 
observed in 3 patients. In 7 others, whose relapses were 
also observed, the “‘ pathogen *’ was H. influenza. No 
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relapses were Observed in whieh one or other of these 
organisms was not found in the sputum. 
H. influenze 

This organism was found in 14 patients (table 1, 
cases 9-22). It was removed from the sputum of 12 
(cases 10-15 and 17-22) without interference with the 
remaining flora (6 of the patients, in whom both 
H. influenze and pneumococei were present, were treated 
first with penicillin to remove the pneumococci; the 
part played by H. influenz@ as regards the pus that 
remained could then be assessed). In each instance the 
pus either disappeared or was very much reduced. In 1 
other patient (case 16) H. influenze and a pneumococcus 
were eliminated simultaneously, with reduction in the 
amount of pus, whereas in 1 other (case 9) H. influenzae 
and Friedlander’s bacillus were eliminated simultaneously, 
also with coincident disappearance of the pus. The 
daily volume of sputum was reduced in each case when 
H. influenza was eliminated, but in no instance did 
sputum disappear completely. Relapses were observed in 
10 patients. The time of relapse varied from three to 
twelve days after the end of therapy, and in each instance 
H. inflwenz@ had reappeared in the sputum. In 2 patients 
the reappearance of the pus preceded the finding of 
H. influenze by two or three days. 
Staph. aureus 

Staph. aureus was found in the sputum of only 3 
patients (cases 6-8), and in each instance pneumococci 
were also present. Eradication of Staph. aureus and 
pneumococci simultaneously from the sputum of 1 
patient was accompanied by disappearance of the pus. 
In the 2 remaining patients the pus disappeared when the 
pheumococci were removed, even though Staph. awreus 
was still present in the sputum. 
Friedlander’s Bacillus 

Only 1 patient (case 9) was found to be harbouring 
Friedlainder’s bacilli in his sputum, but pneumococci and 
H. inflwenze were also present. The Friedlander’s bacillus 
could not be removed from the sputum independently of 
H. influenze, and its importance in relation to pus in this 
patient could not be assessed. 


PATIENTS WITH MUCOID SPUTUM 


Antibiotics were administered to 17 patients who were 
expectorating only mucoid sputum. The patients may be 
considered in 2 groups : 

(1) Those in whose sputum no “ pathogens” could be 
demonstrated (11 patients). 

(2) Those whose sputum contained 
patients: 3 with H. influenzae, 2 
with Staph. aureus.) 


pathogens’ (6 
with pneumococci, and | 


Since these were outpatients it was necessary to use 
am antibiotie which could be taken by mouth. Chlor- 
amphenicol was selected and given in 0-5 g. doses three 
times a day for five days. The daily volume of the sputum 
was measured by each patient for t':ree weeks, chemo- 
therapy being instituted after the end of the first week. 
Specimens of sputum were examined bacteriologically 
immediately before, 2 days after, and 9 days after 
chemotherapy. 

In no instance did chloramphenicol cause any alteration 
in the daily volume of the sputum. The flora of the 
sputum of patients with no ‘‘ pathogens ’’ was always 
the same two days after therapy as it was before. In 
each of the 6 patients in whom ** pathogens ’’ were found 
these organisms were eradicated by chloramphenicol and 
did not reappear in the following week. Organisms of the 
presumably non-pathogenic group, however, were still 
present in the sputum after therapy. So the removal of 
‘*‘ pathogens’ from patients producing purely mucoid 


sputum apparently does not affect the amount expec- 
torated. 
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EFFICIENCY OF ANTIBIOTICS 

Penicillin was considered to be the antibiotic of choice 
for the treatment of pneumococcal infections. It was 
used for this purpose in each of 12 inpatients but not 
for outpatients, owing to the difficulty of giving regular 
injections." Both aqueous sodium penicillin G and 
procaine penicillin were used. Aqueous penicillin was 
given in doses of 500,000 units twice daily for five days 
to 5 patients and for seven days to 3 patients. One 
patient received 300,000 units of procaine penicillin twice 
daily for five days, and 3 patients received 600,000 units 
twice daily for five days. In every case the pneumococci 
were eradicated from the sputum and there was no need 
to have recourse to penicillin esters. 

The number of relapses of pneumococcal infections 
after penicillin therapy was difficult to assess, since in 
many cases H. influenz@ was also present, necessitating 
further chemotherapy, which may have prevented 
pneumococcal reinfection. Only 3 patients who received 
penicillin alone could be followed until relapse occurred. 
In 1 the interval was eleven weeks, in the 2nd 
three weeks, and in the 8rd two days. The sputum 
remained mucoid in each instance between the end of 
therapy and the reappearance of pneumococci in the 
sputum. 

Streptomyciw 1 g. twice daily was administered for five 
days to 5 patients with H. influenza infections. H. 
influenze@ was still present in the sputum of 1 patient at 
the end of the period of treatment ; it was absent from 
the other 4 patients’ sputa. Relapses, in which the 
reappearance of pus coincided with the reappearance of 
H. influenze, occurred in ten weeks, five days, five days, 
and three days. 

Aureomycin 0-5 g. every six hours was given for five 
days to 4 patients with H. influenze infections. Neither 
H. influenze nor the pus disappeared in 3 cases, whereas 
in the 4th patient both H. influenza and pus were removed 
temporarily. The pus reappeared after six days, but 
H. influenze could not be found in the sputum until 
two days later. One patient who received aureomycin 
for fourteen days remained free from H. influenza and 
pus for four weeks. . 

Chloramphenicol was used more than other antibiotics 
in the treatment of H. influenz@ infections because it 
seemed to be the most efficient agent for the removal of 
this organism. The rapidity with which relapses occurred, 
however, was disappointing, and it is doubtful whether 
the results justify the routine use of this antibiotic 
in view of the possibility of blood dyscrasias being 
produced. The results obtained with chloramphenicol 
are shown in table 1. 

OTHER EFFECTS OF ANTIBIOTICS 

In every patient with a purulent sputum in this series 
some form of chemotherapy eliminated or greatly reduced 
the pus and usually diminished the quantity of sputum 
expectorated. Such changes were not necessarily accom- 
panied by subjective improvement in the patients’ 


TABLE II—EFFECT OF CHLORAMPHENICOL ON INFECTIONS 
ASSOCIATED WITH H, influenz@e 


Sputum after therapy 


| Time of 
Case no- chloramphenicol (g.) } “ana 
H. influenze Pus | days) 
10 0-5 q.d.s., 5 days | Absent Absent | 3 
22 » @.d.s., 7 days i Less 2 
11 ” 11 days Absent 5 
9 | ,, t.d.s., 12 days 10 
13 | ,, q.d.s., 14 days 12 
15 ” 2 
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te 1 patient (table I, case 5) was the 
expectoration of sputum completely suppressed. This 
patient felt very much better. All the other patients, 
however, were left with a mucoid sputum after chemo- 
therapy, and in many instances this sputum was 
extremely tenacious and difficult to expectorate. These 
patients complained of increased dyspnea and were 
troubled by their unproductive cough. In such cases the 
reappearance of pus and an increase in the volume of 
sputum was often accompanied by subjective improve- 
ment, apparently associated with the loosening of 
bronchial secretions. Unfortunately no means were 
apparent whereby it could be predicted before therapy 
which patients were likely to respond in this way. 

The rapidity with which the sputum returned to its 
former state after chemotherapy has already been 
described. In 6 patients the reappearance of pus in the 
sputum was associated with clinical evidence of acute 
bronchitis. In 5 cases three or more antibiotics had 
previously been administered; the 6th patient had 
received only one antibiotic. 


Discussion 


In an earlier communication (May 1953) the organisms 
known to be able to cause acute pulmonary infections 
(potential pathogens) were shown to occur significantly 
more often in purulent than in mucoid sputa in chronic 
bronchitis. This suggested that one or more members 
of the group could cause infections in this condition as 
well as in acute pulmonary disease. The present investi- 
gations were undertaken to test this hypothesis further, 
and the results are in complete accord with the earlier 
findings. Two organisms, H. influenz@ and the pneumo- 
coccus, seem to be far more important than any others 
in chronic bronchitis. 

It may be argued that the therapeutic test has only 
a limited value in this type of disease. There is always the 
possibility that an antibiotic may have effects other than 
the elimination of recognisable bacteria, and that improve- 
ments observed in the patient’s condition do not neces- 
sarily result from removal of these organisms. This, of 
course, is true; but the repeated observation of the 
disappearance of pus when H. influenza and pneumococci 
are eradicated from the sputum, together with the reap- 
pearance of pus when they return, makes the probability 
of cause and effect a strong one. The number of patients 
studied was small, but the results seem likely to be signifi- 

sant since they confirm the observations of Mulder et al. 
(1952) and Stuart-Harris et al. (1953), who reported on 
the importance in chronic bronchitis of H. influenza and 
the’ pneumococcus respectively. 

The part played by bacterial infection in the patho- 
genesis of the clinical state customarily referred to as 
chronie bronchitis has not been assessed in these investi- 
gations. In most patients chemotherapy seems able only 
to render a purulent sputum mucoid, and patients with 
mucoid sputum apparently do not benefit from anti- 
bacterial treatment. This suggests that, in established 
chronic bronchitis, bacterial infection is a secondary 
phenomenon. Its importance as a cause of the hyper- 
secretion of mucus, which is apparently of fundamental 
importance in chronic bronchitis (Oswald et al. 1953, 
Reid), has not been assessed, nor has any attempt 
been made to define the réle of viruses. Stuart-Harris 
et al. (1953), who investigated the association between 
influenza-virus infection and bronchitis, found that this 
association was most frequent during acute exacerbations. 
These have not been studied in detail in the present 
investigations. 

The organisms of doubtful pathogenicity in the lungs, 
especially Strep. viridans, non-hemolytie streptococci, 
and N. catarrhalis, are found almost universally in both 
purulent and mucoid sputa. The fact that their incidence 
is the same in the sputa and throats of the same patients 
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extension of the flora of the upper respiratory tract into 
a bronchial tree sufficiently damaged to be unable to 
dispose of them efficiently. It is possible, of course, that 
these organisms are really only contaminants from the 
mouth and are added to the sputum as it is expectorated. 
This is unlikely, however, since in this investigation it 
was found that they were still present in large numbers 
in pieces of mucoid sputum which had been very carefully 
washed to remove any adherent saliva 

The evidence, then, from bacteriological and chemo- 
therapeutic studies suggests that in chronic bronchitis 
the mucus in the affected parts of the bronchial tree is 
colonised more or less evenly by organisms from the 
upper respiratory tract, most of which are non-pathogens. 
If infection takes place, as manifested by the production 
of pus, it is usually caused by H. influenze or by the 
pneumococcus. These organisms are often unevenly 
distributed in the sputum, and possibly this irregularity 
reflects a patchy distribution of infection in the bron- 
chial tree. The histological observations of Reid 
confirm the hypothesis that the infected areas are 
irregularly scattered throughout the lungs and do 
not necessarily coincide with the sites of secretion of 
mucus. 

Though these investigations were not planned primarily 
to assess the place of antibiotics in the treatment of 
chronic bronchitis, certain observations have been made 
which seem to bear directly on this matter: (1) many 
patients feel worse rather than better after chemotherapy, 
owing to the difficulty in expectorating their residual 
tenacious mucoid sputum; and (2) the relapse-rate, 
especially of H. influenze infections, is high, and in some 
cases the reappearance of pus in the sputum is accom- 
panied by fever and malaise. Though many patients 
undoubtedly feel much better for some time after chemo- 
therapy, these disadvantages should strike a note of 
caution about the indiscriminate use of antibiotics in 
chronic bronchitis. 


Summary 


The significance of organisms in relation to pus in the 
sputum in chronic bronchitis has been investigated 
by determining the changes in the sputum brought about 
by antibiotics 

Two organisms, Haemophilus influenze and the 
pnheumococcus, seem to be far more important than any 
others in chronic bronchitis. 

Purulent sputum can be rendered mucoid and often 
diminished in quantity by suitable chemotherapy ; but 
in most patients relapses, especially of H. influenza 
infections, oceur rapidly after the discontinuance of 
treatment. These relapses may be accompanied by fever 
and malaise. 

Patients expectorating only mucoid sputum do not 
seem to benefit by chemotherapy, no matter what 
bacteria are present. 

The change from purulent to mucoid sputum brought 
about by chemotherapy makes some patients feel worse 
than they did before therapy. This is due to the extreme 
viscidity of their mucoid secretions, which are difficult 
to expectorate and cause increased dyspnea. 

I wish to thank Dr. Neville Oswald for his unfailing encour- 
agement and codperation and for permission to investigate 
his patients, and Mr. G. A. Rawlins for his invaluable technical 
assistance. 
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THE seriousness of the effects of chronic bronchitis, 
especially in middle-aged and elderly men in our large 
industrial towns, is emphasised by Goodman et al. 
(1953). Chronic bronchitis causes not only many deaths 
but also a serious loss of working-time. 

Although many of the patients remain relatively well 
during the summer they cannot obtain continuous 
employment, because they become much more seriously 
disabled when autumn arrives. In autumn and winter 
their sputum becomes more profuse and purulent and 
their dyspnoea increases. The cause of these acute 
exacerbations is little understood. Stuart-Harris et al. 
(1953) found no significant difference between the 
bacterial flora of the sputum in exacerbation and that 
in “relative quiescence,’ but they do not state whether 
both groups had purulent sputum or whether the 
quiescent cases had only mucoid sputum. It would be 
surprising if the development of purulent from mucoid 
sputum were not associated with at least a quantitative 
change in the bacterial flora. Stuart-Harris et al. also 
found that the bacterial flora closely resembled that 
found in the upper respiratory tract of healthy people, 
and conclude that “in chronic bronchities there is essen- 
tially a failure of defence of the lower respiratory tract 
against invasion by nasopharyngeal organisms,’’? which 
they attribute to preceding infections. 

The autumn exacerbations are probably due to further 
damage to the epithelium of the lower respiratory tract 
by virus infections or by atmospheric irritants which 
create conditions favouring proliferation of organisms 
from the upper respiratory tract. Little can be done to 
prevent these predisposing injuries; but, if the subse- 
quent bacterial proliferation were controlled by anti- 
biotics, the severity and duration of the acute exacerba- 
tions might be reduced. To achieve this it would be 
necessary either to administer the antibiotic continuously 
throughout the winter or to start giving it at the first 
symptom of each exacerbation. Either of these methods, 
but especially the former, would carry the risk of acquired 
bacterial resistance to antibiotics. 

A preliminary study of the changes in the bacterial 
flora of chronic bronchitic sputum produced by various 
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antibiotics and the development of resistance was made 
on a small group of bronchitics who received courses of 
penicillin, chloramphenicol, aureomycin, and sulpha- 
dimidine. 
MATERIAL 

Since many specimens of sputum were required, 
13 patients with chronic bronchitis were selected from 
the outpatients of Hammersmith Hospital who, because 
of the severity of their bronchitis, were unemployed 
and could attend daily without financial loss. They 
attended a weekly clinic and brought specimens of 
sputum to the bacteriological department on intervening 
days. At the clinic the severity of their exertion dyspnea 
was estimated according to five grades of severity 
(Fletcher 1952). A note was made of subjective changes 
in dyspnoea, cough, and sputum. Details of the patients 
are given in table 1. 


Courses of Treatment 


The 13 patients received. between them twenty-four 
courses of treatment between October, 1952, and March, 
1953 (table 1). 

Penicillin was given orally in seven-day courses, 
during which 200,000 units was given four-hourly 
during the day (five doses), making 1,000,000 units 
in each twenty-four hours. Three of the courses were 
given without any antibiotic therapy having been given 
in the preceding three months. Courses were also given 
to 3 patients who had each had a course of chloram- 
phenicol six weeks previously (2 of these had each had 
also a course of penicillin six weeks before the chloram- 
phenicol) and to 2 patients who had had a course of 
aureomycin six weeks previously. In these cases the 
bacterial flora appeared to have regained its pre- 
treatment status before the penicillin was given. Oral 
penicillin was used because we considered that parenteral 
administration would be impracticable for prophylactic 
purposes. We feared that larger doses would give rise 
to severe gastro-intestinal disturbances. In 3 cases we 
found a serum-penicillin level higher than 1 unit per 
ml. two hours after the last dose. 

Chloramphenicol was given in seven-day courses of 
500 mg. four times daily to 4 patients ; 2 of these had 
had oral penicillin six weeks previously, and their 
bacterial flora had regained its pre-treatment status. 

Aureomycin was given in seven-day courses of 500 mg. 
four times daily to 5 patients, of whom 2 had a second 
five-day course of the same dose 5-9 weeks later, when 
their bacterial flora had regained its previous status. 

Sulphadimidine was given in seven-day courses of 
1 g. four times daily to 4 patients who had had no 
preceding treatment. 

Methods 
Bacteriological 

Specimens of sputum coughed up during the first two 
hours after waking were examined twice before treat- 
ment, daily during treatment, on alternate days during 
the next week, and thereafter at longer intervals. 


TABLE I—DETAILS OF CASES 


| | | 
| | | Length of | 
Age | Grade of Amount of 


Courses of treatment 


Cane | history of = 
i (yr.) | | dyspnoea | sputum | bronchitis | ; 
} | | | (yr) | Ist | 2nd 3rd 
1 | 56 M | 4 | + 35 Aureomycin 7 days | Aureomycin 5 days | Penicillin 
2 | a 4 | + + 20 Aureomycin 7 days | Aureomycin 5 days Penicillin 
2 |] 3 15 Penicillin Chloramphenicol Penicillin 
4] & M | 3 | + 12 | Penicillin Chloramphenicol Penicillin 
5 | 60 M 2 } + 7 Chloramphenicol Penicillin . 
6 | 33 M | 4 | + 14 Chloramphenicol Penicillin dn 
4 + + 30 | Sulphadimidine Aureomycin 
8 42 a 3 | + } 8 | Aureomycin 7 days ee 
9 63 | M 4 + + | 60 Aureomycin 7 days 
10 56 | M | 4 + 35 Sulphadimidine 
ll 58 M 3 | + + | 6 Sulphadimidine 
12 | 55 | M 4 ++ 4 Sulphadimidine | 
13 | 68 M 3 | + | 35 | Penicillin | 
| | 
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The method of examination was as follows : 

5 ml. of sputum was washed in a saturated solution of 
sodium chloride to minimise salivary contamination, and 
next added to 5 ml. of physiological saline solution and 
homogenised by mechanical shaking for an hour at 37°C 
in bottles containing glass beads. This homogenisation was 
done in view of the heterogeneous distribution of organisms 
in sputum (May 1952). Duplicated samples of 30 sputa homo- 
genised by this method were found to contain the same 
organisms in the same relative proportions. 

Krom this suspension viable counts by Mitchison’s (1953) 
method, cultures on blood-agar medium, and ** gutter-plate ” 
sensitivity tests were set up with a standard loop. The plates 
used for sulphonamide-sensitivity tests contained 5% laked 
horse-blood. The gutters contained penicillin 10 units per ml., 
aureomycin 25 pg. per ml., chloramphenicol 50 wg. per ml., and 
sulphadimidine 10 mg. per ml. A test on a control sensitive 
organism (Neisseria catarrhalis for sulphadimidine, Staphylo- 
coceus aureus for the remaining antibiotics) was included on 
each plate. Further aureomycin-sensitivity tests were made 
by inoculating colonies on to agar plates containing 1, 2, 4, 6, 
8, and 10 wg. per ml. 

The plates were examined after eighteen hours’ incubation 
at 37°C. The organisms were identified and their total number, 
relative proportions, and antibiotic sensitivity recorded. 
Microscopic 

Two smears of each specimen were examined. They 
were made from the thickest area of sputum before it 
was washed, were fixed wet in Carnoy’s fluid for a minute, 
and stained with pyronine methyl-green (Brachet 1942) 
and 0-5% toluidine-blue in pH 4-5 buffer. Both were 
stained for twelve hours, dehydrated quickly in two 
changes of tertiary butanol, and mounted in D.P.X. 
These preparations were especially suitable for examina- 
tion in polarised light to show up the extracellular 
structure of the sputum, and were analysed in a similar 
manner to that described by Elmes and White (1953). 
Viscidity was not measured. 

The following characteristics of each specimen were 
recorded : total cellularity ; profusion of polymorphs, 


mononuclear inflammatory cells, epithelial squames, 
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Fig. |—Average effect of penicillin on total bacterial count (above) 
and on relative profusion of individual organisms (below): open 
circles, first course ; solid circles, second course. 
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Fig. 2—Average effect of chloramphenicol on total bacterial count 
(above) and on relative profusion of individual organisms (below) : 
open circles, average of 3 patients ; solid circles, case 4. 


clumps of bacteria, dust cells, and Curshman’s spirals ; 
and density of mucoprotein fibre network and of 
deoxyribonucleoprotein fibres. 

Areas in the smears showing bacterial clumps and 
epithelial squames were taken to originate from saliva 
and were ignored in the cellular and fibre estimates. 
The mucoprotein was distinguished from the deoxy- 
ribonucleoprotein in the films stained with pyronine 
methyl-green by the sign of birefringence with a 4/25 
compensator. The mucoprotein showed positive axial 
birefringence, and the nucleoprotein fibres negative 
axial birefringence. 

Results 
Flora 

In the pre-treatment specimens Streptococcus viridans 
was most frequently the predominant organism (11 out 
of 13 patients). Neisseria pharyngis was present in 9 
patients, and Hamophilus influenz@ in 8.  Micrococci 
were present in 8 patients but only in scanty numbers. 
Strep. pneumoniae was isolated from 2 patients, being 
predominant in 1 of these. Candida albicans was isolated 
from 4 patients, but in each it formed only a minor 
proportion of the whole flora. 

During treatment a decrease in the total number of 
viable organisms and an alteration in the proportions 
of different organisms in the flora were noted. 

To illustrate our findings we have combined the results 
of all courses of treatment by each drug. This seemed 
justified since all the responses were closely similar 
except that which followed one course of chloram- 
phenicol. This is illustrated separately. The total counts 
are expressed as the average logarithm of the number 
of organisms per ml. The changes during treatment are 
shown graphically in figs. 1-4. The relative profusion 
of the organisms are expressed as the average of arbitrary 
values (profuse growth = 5, moderate growth = 3, 
scanty growth = 1). This average value of each organism 
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before, during, and after treatment is shown by 
histograms. 
Effect of Penicillin 

Fig. 1 shows the effect of penicillin in the nine courses 
of treatment. The total number of organisms was 
reduced but returned to the pre-treatment level a week 
after treatment. A second course of treatment given 
to 2 patients three months later produced a similar but 
less pronounced effect. The relative proportion of the 
organisms was altered during treatment. Among the 
penicillin-sensitive organisms Strep. pneumonia, present 
in | patient, disappeared completely ; Strep. viridans 
was greatly reduced in number; and there were fewer 
neisserie and micrococci. No acquired resistance to 
penicillin was found. Among the _ penicillin-resistant 
organisms H. influenzae, initially present in 7 patients, 
became the predominant organism in all except 1. 
Bacterium coli appeared for the first time in 6 patients, 
and Pseudomonas pyocyanea in 1. The number of 
C. albicans, present in | patient, was unafiected. 

After treatment H. influenze remained the predominant 
organism for at least three or four weeks, Ps. pyocyanea 
remained present in small numbers, and Bact. coli 
disappeared within fourteen days. The penicillin-sensitive 
organisms returned to their pre-treatment state within 
fourteen days. 

Effect of Chloramphenicol 

Fig. 2 shows the average effect of chloramphenicol 
given to 4 patients. The reduction in the total count was 
slight in 83 patients but pronounced in the remaining 
patient owing to the disappearance of H. influenza, 
which had been profuse. The neisseriz were reduced, 
and the Strep. pneumonia present in 1 patient dis- 
appeared. The remaining organisms were unaffected. 
After treatment H. inflwenze returned in profusion two 
days after the cessation of treatment. No acquired 
resistance 
to chloram- 


AUREOMYCIN : phenicol was 
noted. 


Effect of 
Aureomycin 
Fig. 3 shows 
the effect of 
aureomycin 
in seven 
i L i l i i iL | 
10 246610121416 1@2022 Courses of 
DAYS treatment. 
The redue- 
tion in the 
total count 
was consid- 
erable in the 
patients 
ceiving the 
drug for the 
first time, 
owing to a 
decrease in 
the number 
+ of all the 
organisms. 
A second 
course of 
treatment 
given to 2 
patients one 
and two 
months later 


had a simi- 
Fig. 3—Average effect of aureomycin on total a ’ 
lar but less 
bacterial count (above) and on relative profusion 1 
of individual organisms (below): oper. circles pronouncet 
first course ; solid circles, second course. effect. 
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after two 
months and was slightly increased when a second course 
of treatment was given. H. influenz@ and micrococci 
showed no acquired resistance. The strains of Strep. 
viridans from all the patients had become sensitive 
again two months after the second course of treatment. 
Effect of Sulphadimidine 

Fig. 4 shows the average effect of sulphadimidine 
given to 4 patients. The reduction in the total count was 
slight in all the patients and was due to a reduction in 
the numbers of Strep. viridans, H. influenza, and the 
neisserix. 

Microscopy 

In all the patients polymorphs were present in con- 
siderable numbers before treatment was started, although 
in some the sputum was macroscopically mucoid. This 
probably indicates persistent active inflammation of 
some part of the bronchial tract. During exacerbations 
of symptoms there was a tendency for polymorphs and 
fibrous nucleoprotein to increase and for the sputum to 
become purulent. Thus our findings confirm those of 
Elmes and White (1953). That this should happen with 
the appearance of a pneumococcus or H. influenza is 
not surprising, but it also happened in exacerbations which 
seemed to be due to ‘colds’? or to fog, without the 
emergence of any generally recognised pathogen in the 
flora of the sputum. 

To study these causes of bronchial inflammation more 
quantitatively the sputa were classified according to 
the microscopical findings into purulent and non-purulent 
specimens. In table 11 the frequency of the two types in 
all the specimens is related to the presence of moderate 
or profuse growth of Strep. pneumonia and H. influenza 
and to the incidence of fog during the preceding three 
days. It will be seen that there is a significant association 
between purulent sputum and significant growth of 
H. influenza. Only 2 patients had Strep. pneumonia ; 
hence there were too few specimens to show any associa- 
tion with purulence. The association with fog was 
suggestive but not significant. In the absence of any of 
these influences the sputum was significantly less often 
purulent. 
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TABLE II—-EFFECT OF FOG ON SPUTUM 


No. of sputa showing purulence graded as 


H. influenzee Fog Total | P 
| | 
= | = | 
Absent Present 5 (6-7%) | 30 (40%) 19 (25-4%) 18 (24%) 3 (4%) 75 0-7-0-5 
| Absent 9 (6-5%) 63 (43-4%) 47 (32:-4%) | 21 (145%) 5 145 
Present... Present 0 6 (11:8%) 11 (21:6%) | 23 (45%) | 11 (21-6%) 51 ,  0-02-0-01 
Absent | 0 11 (122%) 36 (40%) | 38 (422%) | 5 (56%) 90 


| 


P was determined by *. 


To study further the effect of fog the cases were 
divided into those with and those without any growth of 
H., influenze in foggy and non-foggy weather (table 111). 
This showed that fog had a significant effect in increasing 
the purulence of the sputum only in patients with 
H. influenza in their sputum. 

During periods of treatment it was found that, when 
the total bacterial count was reduced for more than three 
days, or when Strep. pnewmonie or H. influenza dis- 
appeared, the sputum became mucoid and polymorphs 
were scanty. Bacteriological relapse was followed by 
a return to the status quo ante. When the treatment was 
bacteriologically ineffective, there was no change in the 
microscopical characteristics of the sputum. 

Clinical Results 

Since our chief interest was in the effects of the drugs 

ou the bacteriological flora of the sputum, the courses of 


TABLE IL—CLASSIFICATION OF SPUTA 


: No. of No. of 
Cause of inflammation purulent non-purulent Pp 
sputa sputa 
Stre) p. pne umonio® 3 3 
H.influenze* .. ah 62 42 <0-001 
Fog 52 74 O-1-0-05 
Remainde r 32 128 <0-001 
otal 125 236 


re’ esont in, moderate or profuse numbers 
P was determined by x*, the distribution of each group being 
separately tested against the total remaining. 


treatment were guided by these findings rather than by 
clinical indications, except in 1 patient who had a severe 
exacerbation requiring admission to hospital, when he 
was treated successfully with oral penicillin. 

With this exception the clinical effects of the courses of 
treatment were not striking. In a third of the cases the 
courses appeared to give some relief of dyspnoea and 
cough, but this response was no more than might have been 
achieved by a placebo, A properly controlled trial with 
objective assessment of pulmonary function would be 
necessary to show whether or not short courses of anti- 
biotic treatment do any good in chronic bronchitis 
except during acute exacerbations. 

Aureomycin caused diarrhea in four of the seven 
courses, chloromycetin in two out of four, and penicillin 
in one out of nine. 

Conclusions 

Penicillin, in the dose that we used, was effective 
against most of the bacteria in the sputum, but it allowed, 
or even encouraged, the emergence of H. influenza as 
a dominant organism, and this we found to be associated 
with increase in the purulence of the sputum, especially 
during foggy weather. It would therefore be unwise to 
use penicillin for continuous prophylaxis throughout the 
winter, and it has been shown by Kuh and Collen (1949) 
that such administration has little effect on the incidence 
of respiratory infection in large groups of the general 
population. Penicillin might be suitable for administra- 
tion intermittently at the onset of any acute exacerba- 
tion. It would probably be effective in the dose we used 
against exacerbations due to Strep. pneumonia, but to 


protect against exacerbations due to H. influenze@ large 
parenteral doses perhaps combined with streptomycin 
(Mulder et al. 1952) would be required, which would 
scarcely be practicable except on a very limited scale. 

Chloramphenicol had a surprisingly small effect on 
the general bacterial flora. It was effective against 
H. influenze and might be most useful, but the danger 
of agranulocytosis following its repeated or prolonged 
use renders it unsuitable for prophylaxis. 

Aureomycin was the most effective of the drugs against 
the whole bacterial flora but it produced resistance in 
Strep. viridans and a second course, while resistant 
strains were still present, proved less effective than the 
first. Thus it appears unsuitable for prophylactic use 
either continuously or intermittently. 

Sulphadimidine had very little effect on the general 
bacterial flora. Continuous administration in small doses 
throughout the winter has no prophylactic effect against 
winter exacerbation of bronchitis in cases of pneumo- 
coniosis (Kilpatrick 1953). Larger doses could hardly be 
used without risk of toxic effects. Intermittent administra- 
tion might well be of value against exacerbation due to 
Strep. pneumonia ; but, until we know the frequency with 
which this organism rather than H. influenze and the 
other denizens of the sputum ‘is responsible for the 
exacerbations, we cannot forecast how useful it would be. 

Our conclusion is that none of the drugs we used would 
be suitable for prophylaxis of acute exacerbations of 
chronic bronchitis. The requirements of a drug for this 
purpose are that it should be cheap, free from toxic 
effects, effective against the whole range of bacteria 
responsible for chronic bronchitis, and not likely to 
impart acquired resistance. If and when such a drug 
becomes available, an enormous amount of disability 
in men of working age might be prevented. 


Summary 

A small group of patients with chronic bronchitis were 
given short courses of penicillin, aureomycin, chloram- 
phenicol, and sulphadimidine. 

The bacteriological and microscopical changes in the 
sputum and the clinical effects were observed. Although 
each drug, except sulphadimidine, temporarily reduced 
bacterial counts and the purulence of the sputum, the 
clinical effects were slight. 

For various reasons none of the drugs appeared 
suitable for the prophylaxis of acute exacerbations. 

Foggy weather appeared to have a more deleterious 
effect on cases with H. inflwenz@ in the sputum. 

We are indebted to Prof. Lord Stamp and Dr. D. A. 
Mitchison for advice and criticism, 
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Acute adrenal failure in meningococcal septicaemia 
has been treated successfully by Grace et al. (1940) with 
extracts of suprarenal cortex ; by Banks and McCartney 
(1943) with ‘ Eucortone’; by Nelson and Goldstein 
(1951) with intramuscular cortisone; by Newman 
(1951) with intravenous cortisone in patients whose 
conditions had deteriorated in spite of treatment with 
extract of adrenal cortex; and by Magnus (1953) 
with intravenous eucortone and deoxycortone acetate 
successively. 

We report here two cases in which eucortone and 
cortisone were given concurrently, with recovery of both 
patients. 

Case-records 


Case 1.—A healthy schoolboy, aged 15, had prodromal 
malaise and lassitude for twenty-four hours, followed by 
stiffness of his legs and back. He was found lying on his bed, 
slightly confused and with a temperature of 100°F, at 10 p.m 
At 10.30 p.m. he was examined by the school doctor, who found 
generalised muscular weakness, a weak rapid pulse, and a 
petechial rash. Lumbar puncture produced clear cerebrospinal 
fluid (c.s.F.) under normal pressure and containing no organ- 
isms or cells. At midnight the boy was seen by one of us 
(E. M. B.); he was then extremely prostrated, with systolic 
blood-pressure 50 mm. Hg (diastolic unobtainable), conjunc- 
tival suifusion and subconjunctival hemorrhage, faucial 
injection, a rapidly spreading petechial rash, and muscle 
tenderness. There were no signs of meningitis. Meningococcal 
septicemia was diagnosed provisionally, and the patient was 
given intramuscular penicillin 1 mega unit and intravenous 
sulphadimidine 3 g. 

On admission to hospital at 1.30 a.m. next day he was 
confused but able to drink. Tachypnoea and tachycardia 
were severe. Despite a blood-pressure of 65/40 mm. Hg and 
a weak pulse, his skin was warm and flushed, and peripheral 
cyanosis was present, producing a purple lividity of nail beds, 
lips, cheeks, and ears. The petechial rash was mainly distri- 
buted over the distal parts of the limbs, with only scanty 
lesions on the trunk. 

Treatment.—Eucortone 10 ml. and cortisone 100 mg. were 
given intramuscularly on admission. At 4 A.M. intravenous 
eucortone 20 ml. was given. At 5 a.m. a 5% glucose saline 
infusion of 20 oz. was started, and intravenous sulphadimidine 
1 g. was given. At 6 A.M. intravenous eucortone 20 ml, was 
given and a plasma infusion was started. Though he was still 
conscious, with pronounced hypotension, the patient was 
delirious and could no longer coéperate. Oxygen therapy by 
mask was attempted. At 9.30 a.m. restlessness and delirium 
were extreme, and peripheral lividity was still present, but 
the blood-pressure was unrecordable. The restlessness and 
eyanosis decreased when the boy was put in an oxygen tent. 
Ringer’s solution was substituted for plasma. Intramuscular 
cortisone 100 mg. was given, and a course of intravenous 
eucortone 10 ml. two-hourly was started. At 1 P.M. a slow 
infusion of plasma was begun. Intravenous sulphadimidine 
1 g. and intramuscular penicillin 500,000 units eight-hourly 
were given. At 10 p.m. the pulse-rate was 130 and blood- 
pressure 70/40 mm. Hg. Glucose drinks were taken in small 
quantities. 

Third Day.—At 4 A.M. Ringer’s solution was substituted for 
plasma because the levels of serum and urinary chlorides were 
temporarily below normal, though the blood-sugar level had 
remained normal. At 6 a.m. the pulse-rate was 110 and blood- 
pressure 75/45 mm. Hg. The dose of intravenous eucortone 
was changed to 10 ml. four-hourly. At 4 P.M., since there was 
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evidence of overloading of the circulation and mouth feeding 
was practicable, intravenous infusions were stopped. ‘The 
total urinary volume since admission was 73 oz. The serum- 
potassium level had fallen to 12 mg. per 100 ml. (3-1 m.eq. per 
litre). This deficiency was corrected by giving potassium 
chloride 2 g. daily by mouth for three days. Intramuscular 
eucortone 10 ml. was now being given four-hourly, and the 
dosage of sulphadimidine was changed to 1-5 g. eight-hourly 
by mouth and of penicillin to 500,000 units b.d. At 10 p.m, 
the patient was comfortable, with pulse-rate 100 and blood- 
pressure 85/50 mm. Hg. A course of cortisone 25 mg. by 
mouth was started. 

Fourth Day.—Cortisone 12-5 mg. was given by mouth every 
six hours, and intramuscular eucortone 10 ml. four-hourly. 
Penicillin and sulphadimidine therapy was continued. 

Fifth Day.—The patient began to take solid food, and his 
blood-pressure remained steady. Eucortone therapy 
discontinued, 

Further Progress.—The dosage of cortisone was reduced to 
25 mg. on the seventh and eighth days, and to 12-5 mg. on 
the succeeding four days. The total oral dosage was 275 mg. 
in eleven days. Throat, nose, and skin cultures, taken on the 
day after chemotherapy had" been started, were sterile. 
Oliguria did not develop ; proteinuria and reduced urinary 
secretion of chloride were transitory. The only electrolyte 
disturbance was a temporary fall in the serum-potassium and 


was 


TABLE I-——-FLUID BALANCE, BLOOD-UREA LEVELS, BLOOD- 
PRESSURE, AND DOSAGES OF EUCORTONE AND CORTISONE IN 


FIRST SIX DAYS OF TREATMENT OF CASE I1 
Days 2 3 1 5 6 7 

Intake : 

Water (0z.) | 27 | 56 | 87 |107 | 96 

Plasma (0z.) .. | 60 | — - 

Ringer’s solution (oz. ) 16 35 - 

5% Glucose saline solution (oz. ) 20 | — | - - - -- 

Total {123 | 91 | 87 |107 |108 | 96 
Output: 

Urine (0z.) . | 43 | 62 8 60) 79 

Total -. | $83 | 62 8 | 60 | 79 1105 
Blood-urea (meg. per 100 ml. ) -. 1105 | 59 | - — 52 
Systolic blood-pressure (mm. Ho) : | 

Highest A : .. | 90 | 84 1100 | 90 | 95 \105 

Lowest | 40 | 70 | 80 | 80 | 80 | 90 
Eucortone (ml.) : 

Intramuscular am ws re 10 | 20 60 30 
Cortisone (mg.): 

Oral ca - | 25 | 50 | 50 | 50 | 25 


plasma-chloride levels on the third day ; the blood-sugar level 
remained normal. The patient was discharged fit after twenty- 
eight days, with a blood-pressure of 125/65 mm. Hg. 


Fluid balance, blood-urea levels, blood-pressure, and 
intake of eucortone and cortisone in the first week of 
treatment of case 1 are shown in table 1 


Case 2.— A cretin, aged 45, who had been treated from the 
age of 3 years with thyroid extract, complained of sudden 
feverisheness, vomiting, headache, backache, and, later in the 
day, abdominal pain. 

On admission to hospital at 10 p.m. on the second day of 
illness he was mentally alert, pale, cyanosed, and sweating, 
with an extensive purpuric rash and neck rigidity. 

Investigations Lumbar puncture produced turbid c.s.¥. 


under increased pressure and containing polymorphs and 
gram-negative diplococci. The blood-pressure was 130/70 
mm. Hg. 


Treatment.—Intravenous and _ oral and 
intrathecal penicillin were given. 

Third Day.—At 2 a.m. the blood-pressure fell suddenly to 
85 mm. Hg. Intravenous eucortone 10 ml. and intramuscular 
eucortone 10 ml. with intramuscular deoxycortone acetate 
10 mg. were given, and an intravenous saline infusion was 
started. Intravenous eucortone 10 ml. hourly was continued. 
At 8.30 a.m. the blood-pressure was 50/30 mm. Hg. Intravenous 
eucortone 20 ml. was given, and a plasma drip was substituted 
for the saline infusion. Intravenous eucortone 10 ml. half- 
hourly was continued until 2.30 P.m., after which intramuscular 
eucortone 10 ml. was given hourly, with three additional 
intravenous doses of 10 ml. each. At 10 a.m. the blood-pressure 
was 50 mm. Hg. Cortisone therapy 25 mg. six-hourly by 
mouth was started. During the afternoon the intravenous 
infusion was stopped for fear of overloading the circulation, 


sulphadiazine 
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TABLE II-—-FLUID BALANCE, BLOOD-UREA LEVELS, BLOOD- 
PRESSURE, AND DOSAGES OF EUCORTONE AND CORTISONE IN 
FIRST SIX DAYS OF TREATMENT OF CASE 2 


Days 2 3 4 5 6 7 
Intake : 
Borst diet (0z.) ~|- 8 | 30 | 30 | 12 
Milk (0z.) .. 29 6|—|- 87 
Water (0z.) 2;70|- - 
5°, Glucose saline solution (0z.).. - | 40 | - 
Saline solution (0z.) 20 40/—|— 
Total 2 | 54 | 30 | 30 | 99 
Output: | | 
Urine (0z.) .. 4 | 13 | Nil 8 | 28 | 54 
: Blood-urea (mg. per 100 ml.) -. | — | 86 1160 1162 | — |147 
Systolic blood-pressure (mm. Hy): 
Highest 130 (100 70) 80 (100 (100 
: Lowest a - 40 40 60 | 60 60 
Eucortone (ml.): 
Intravenous 220 1160 | — | — - 
Intramuscular 80 80 (150) 60 | 60 
Cortisone (mg.) by mouth .. - 100 150 100 | 37-5 50 
Deoxycortone acetate (mg. ) 


because no urine had been passed since the morning. A 
catheter was passed, and only 1 oz. of urine was obtained. 
Sulphadimidine was substituted for the sulphadiazine, and 
the patient was put into an oxygen tent. 

Fourth Day.—Anuria was still present. Intramuscular 
penicillin was substituted for the sulphadimidine, and Borst 
diet for anuria was started. The blood-pressure rose in the 
evening to 70mm. Hg. Intravenous eucortone 10 ml. hourly 
for sixteen hours was given, and the dosage of cortisone was 
increased to 12-5 mg. four-hourly. 

Fifth Day—The blood-pressure rose gradually, and 8 oz. 
of urine was passed. The dosage of eucortone was changed to 
10 ml. four-hourly intramuscularly until the ninth day, when 
the injections were given six-hourly until they were stopped 
on the cleventh day. The dose of cortisone was gradually 
reduced from the fifth day and stopped on the twelfth day. 
Deoxycortone acetate 10 mg. was given on the eighth day and 
5 mg. on the tenth day. 

Further Progress.—The plasma-chloride, serum-sodium, and 
blood-sugar levels remained normal throughout the illness. 
The serum-potassium level fell to 14. mg. per 100 ml. (3-6 m.eq. 
per litre) on the fifth day and to 13 mg. per 100 ml. (3-3 m.eq. 
per litre) on the seventh day. This was corrected by adding 
potassium citrate and milk to the diet. Progress was satis- 
factory after the eighth day except for a proteus infection of 
the urine, for which aureomycin was given. The ¢.s.F. con- 
tained polymorphs, and the protein therein was increased and 


: sugar reduced for twenty days in all. The patient was dis- 
3 charged fit after forty-five days, and his blood-pressure was 
7 120/65 mm. Hg after thirty days. 


Fluid balance, blood-urea levels, blood-pressure, and 
intake of eucortone and cortisone in the first six days of 
os treatment of case 2 are shown in table 1. 


, Discussion 


Gross hemorrhage starting in the adrenal medulla and 
spreading out into and disrupting the cortex has often 
been described in meningococcal septicemia complicated 
by adrenal cortical failure. Morison (1948) suggested that 
this change was not the cause of the adrenal failure but 
was secondary to peripheral vascular failure initiated by 
the septicemia. Schwarz (1946) attributed the clinical 
state primarily to destruction of the medulla; but 
necropsy material examined by Banks and McCartney 
(1943) from one of their patients who died of meningo- 
coccal encephalitis showed extensive adrenal medullary 
hemorrhage though the clinical picture of adrenal failure 
had not been present. 

The work of Rich (1944) in this respect deserves 
consideration. He described a striking transformation 
of the solid cords of the zona glomerulosa into tubular 
structures containing fibrinous exudate ; these changes 
in some circumstances were only associated with a few 
petechial hamorrhages. He considered this to be an 
initial pathological change which, sometimes in adults 
and usually in children, is obscured later by massive 
hemorrhage. Some of the appearances described by 
Banks and MeCartney (1943) seem to be similar. 
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Although in the two present cases we lack histological 
proof, we think that, if changes similar to those described 
by Rich did take place, they were reversed by the early 
use of antibiotics, coupled with massive replacement 
therapy. 

These two cases corresponded to the pure adrenal type 
described by Banks and McCartney (1943), who empha- 
sised the value of eucortone in treatment, considering that 
its use might be life-saving, whereas in the encephalitic 
type the outcome was always fatal. 

We feel that certain clinical features are worth empha- 
sising. The combination of severe and prolonged hypo- 
tension with warm flushed cyanotic extremities and the 
comparative mental and physical well-being which was 
evident in both of the present cases, except for a critical 
hour in case 1, contrasts with the cold pallor of the 
extremities seen in hypotensive states due to other 
conditions, and in our opinion is a most important 
diagnostic feature. 

The management is best discussed under two headings : 
general and specific. In the general management we 
emphasise the importance of oxygen therapy in con- 
trolling anoxia, in particular the restlessness due to 
cerebral anoxia, and in this respect the oxygen tent 
seems to be superior to other methods, and was indeed 
life-saving in case 1. Control of the fluid balance is of 
vital importance, and care is necessary to prevent over- 
loading of the circulation. The temptation to initiate 
intravenous therapy in the presence of prolonged hypo- 
tension is strong but should be resisted unless dehydration 
or electrolyte imbalance is present. It is particularly 
undesirable when a substance which promotes the reten- 
tion of sodium—e.g., cortisone—is used and when anuria 
may be present. This anuria seems to be unpredictable 
because, though both patients had severe prolonged 
hypotension, one secreted urine and the other did not. 
Some slight overloading of the circulation developed in 
both cases. For this reason we feel that long-acting 
substances—e.g., deoxycortone acetate—should not be 
used in this type of adrenal cortical failure. 

As regards biochemical disturbance, the serum-sodium 
and plasma-chloride levels remained normal in both cases, 
in contrast with the grave disturbance seen in addisonian 
crises. Hypoglycemia, mentioned by Nelson and 
Goldstein (1951) and Banks and McCartney (1943), did 
not develop, presumably because of the immediate 
administration of cortisone and eucortone. The blood- 
urea level rose to 105 mg. per 100 ml. on the third day 
in case 1, and to 165 mg. per 100 ml. on the fifth day in 
case 2, who developed anuria. The serum-potassium 
level fell to 12-1 and 13-0 mg. per 100 ml. on the third 
and fourth days respectively in case 1, and to 14-1 and 
13-0 mg. per 100 ml. on the fifth and seventh days 
respectively in case 2. This can also be attributed in 
part to hormonal therapy, and was corrected by giving 
potassium salts and milk by mouth. 

In considering the use of specific treatment with 
eucortone and cortisone in these two cases we worked on 
the assumption that cortisone was slower than eucortone 
in action. We therefore gave eucortone in very large 
doses in the early stages, believing that.such amounts 
were necessary to overcome the sudden rapid loss of 
cortical function, and that in the past it had been given 
in inadequate dosage. 

Since we did not know whether absorption from the 
stomach in a desperately ill patient would be effective, 
cortisone was given at first intramuscularly. It has been 
shown that an oral dose of 200 mg. produces a maximal 
blood level in an hour, and a maximal eosinopenic 
response, demonstrable for eight hours, after four hours 
(Nelson et al. 1952). An intramuscular injection is 
effective in 6-8 hours. 

We therefore suggest that, in addition to the intensive 
treatment of the infection, cortisone should be given 
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by mouth in an initial dose of 100 mg. followed by 
25 mg. six-hourly until the infection is controlled and 
the patient is out of danger, the dose being reduced to 
12-5 mg. six-hourly for the following two days, and the 
total daily dose being thereafter halved every second 
day. A large initial dose—e.g., 50 ml.—of intravenous 
eucortone should be given and followed by one of 20 ml. 
an hour later and further doses of 10 ml. hourly until 
the systolic blood-pressure is maintained at 80 mm. Hg. 
These doses are large, but the demands on the adrenal 
cortex are known to be great in the presence of severe 
infection. 
Summary 


Two cases of meningococcal septicemia and adrenal 
cortical failure, treated by eucortone and cortisone, are 
reported. 

Both patients survived. 

During the critical stage of the illness, frequent large 
doses of eucortone intravenously and of cortisone by 
mouth six-hourly are advised, in combination with 
antibiotics and oxygen therapy in a tent. 


We wish to thank Dr. A. M. Cooke for permission to publish 
the second case ; Mr. J. R. P. O’Brien and Dr. Paul Fourman 
for much valuable assistance and criticism; and the sister 
and nurses of Rowney ward for their unceasing care of the 
two patients. 
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TuE sickle-cell trait has been known for many years to 
occur sporadically in persons from Greece. Choremis, 
Zervos, Constantinides, and Zannos (1951) first discovered 
a@ local concentration of the trait in that country in 
and around Petromagoula. Caminopetros (1952), using 
for very long periods the Scriver and Waugh (1930) tech- 
nique of prolonged sealing up of blood without added 
reagent, then claimed to have found a very high incidence 
among Greeks in general, approaching 50% in Athenians. 
Caminopetros’s results could not be obtained regularly 
on the same blood. 

The observations of one of us (Choremis 1952) had 
shown that such frequencies certainly did not exist, 
and in our opinion (Lehmann 1952) the technique adopted 


was, in addition to showing genuine sich aati almost 
certainly distorting normal red cells so that they some- 
what resembled sickle cells. In our view Caminopetros 
did not appreciate the fact that, as his results were 
obtained irregularly and could not be repeated every 
time on the same blood, only the chemical method could 
decide whether bis claims were correct. In the Scriver- 
Waugh technique bloods are tested by sealing up the 
specimen on a coverslip and incubating it. Under these 
conditions the leucocytes use up the oxygen in the 
confined space and eventually reduce the hemoglobin. On 
prolonged incubation, however, changes may take place in 
the composition of the plasma which can exert external 
stresses on the red cells and alter the shape of normal 
red cells until they become remarkably like sickle cells 
(Isaacs 1950). The two types of sickle cells caused by 
external and by internal causes will be called in this paper 
false’’ and true’’ sickle cells respectively. It was 
clearly desirable that a fresh survey should be made, 
using the much more rapid and reliable method of reducing 
hemoglobin in the red cells by added reducing agents. 


True and False Sickling 


Pauling et al. (1949) have shown that the sickle-cell 
trait, found characteristically in Negroes, depends on the 
presence in the red cell of a variable amount of an 
abnormal hemoglobin with well-defined physico-chemical 
properties which differentiate it elearly from normal 
hemoglobin. Reduced sickle-cell haemoglobin has a very 
low solubility in water and in the red-cell fluid (Perutz 
et al. 1951). Thus, on reduction the abnormal hemo- 
globin will crystallise inside the red cells, and the crystals 
will distort the cell envelope and give the cells the bizarre 
shape described as “ sickle cell.’”” Some of the true sickle 
cells have two points only, but there are always some, 
and sometimes many, with more than two points and 
with one or more sharp re-entrant angles. External 
stresses can, however, distort the envelope of red cells 
containing only normal hemoglobin to give them a shape 
resembling. that of sickle cells. Under these conditions 
the cells are usually fusiform rather than sickle-shaped ; 
they tend to retain something of a central bulge with 
drawn-out processes at each side. They seldom have 
more than two such points; and if any re-entrants or 
embayments are present, they are rounded and not 
angular. True sickle cells are arranged irregularly, but 
in “ sickling ’’ due to external stresses the cells tend to 
arrange themselves in patterns; there are chains with 
the point of one cell adjacent to that of the next; or 
they may form rosettes. The easiest way of demonstrat- 
ing false sickling is by adding to a drop of fresh blood 
on a slide a few mg. each of fibrinogen and of thrombin, 
stirring with a match-.stick, and then pressing down a 
cover-glass. 

The Scriver-Waugh technique will show up true 
sickling, if present, after not more than twenty-four 
hours, provided that the leucocytes retain a certain 
amount of metabolic activity. If the preparations are 
kept longer than this, changes in the composition of the 
serum are liable to cause false sickling. Repeated tests 
on the same specimen may then yield varying results. 
In our opinion this is what happened in the preparations 
of Caminopetros. Agglutination, especially with anti- 
Lewis sera, may also give rise to an appearance resembling 
false sickling. 

Figs. 1 and 2 show the difference between the two 
types of “sickling.” Fig. 1, taken from Huck (1923), 
shows the above-described features of true sickling, 
whereas fig. 2 from Dreyfuss et al. (1951) shows those of 
false sickling. It was only through the generous attitude 
of Dr. Dreyfuss that we were able, by repeating tests on 
Yemenite Jews previously tested by him, both by 
incubation and by chemical tests, to work out fully 
and to our own satisfaction the differences between 
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Fig. 1—True sickling (Huck 1923). 


these two types of *‘ sickling ’’ (Dreyfuss, Ikin, Lehmann, 
and Mourant 1952). Though it is desirable that all 
cases of sickling should be confirmed by the chemical 
reduction method, simple anaerobic incubation is almost 
equally reliable, provided that it is not continued for 
more than twenty-four hours, and that the observer is 
familiar with the morphological distinctions between 
true and false sickling. Thus the abnormally shaped 
cells from deer blood, figured by Gulliver in 1840 and 
reproduced by Singer (1951), are probably not true 
sickle cells as suggested. 

One of us (H. L.), in scrutinising past reports on sick- 
ling in the light of these new experiences, has become 
suspicious of his own findings in two African tribes 
which were part of a large number of observations made 
in Uganda in 1948-49 (Lehmann and Raper 1949). 
In the Kakwa tribe an original sickle-cell-trait incidence 


TABLE I-—-ABO BLOOD-GROUPS OF GREEKS 


Blood- No. Frequency Frequency No. 
group observed observed expected { expected 
44 0400000 0404617 | 44-508 
Ay 38 O-345454 0-325563 35-812 
Ay 8 0-072727 0-087619 } 9-638 
B 15 0136364 0-130875 14-396 
2 O-OLS182 0-038793 4-267 
A.B 3 0-027273 0-012534 1-379 
Total 110 1-000000 1-000001 110-000 
Giene frequencies 


Total .. 1000000 


of 12°, was found to be increased to 25°, by leaving the 
preparations overnight, but the increase was entirely 
due to the appearance of what are now recognised as 
false sickle cells. In the Bakonjo tribe samples from some 
individuals (taken by finger pricks) were examined after 
they had been working in a salt lake, and all the members 
of this group, otherwise unselected, showed the false 
type of sickling. This increased the reported incidence 
for the tribe as a whole. 


Incidence of Sickling in Greece 

In view of the divergent views expressed on the 
incidence of sickling in Greece as a whole, and of the 
possibilities of error which have been shown to exist, 
especially by the controlled tests on Yemenite Jews, it 
was clearly desirable that Greeks from all over the 
country should be tested for sickling by chemical means. 
We therefore examined the blood of 110 Greeks, 50 
born in Athens and 60 in other parts of Greece, but not 
from Petromagoula. These people were unrelated to 
one another, and, apart from being available in Athens, 
they could be regarded as unselected. 

Samples were sent to London by air in three batches. 
They consisted of capillary blood enclosed in sealed 
glass tubes, and each batch was accompanied by one 
or two samples taken from known Greek sicklers, who 
were, however, not included in the series. All the samples 
were tested by incubation with sodium metabisulphite 


>" 

Fig. 2—False sickling (Dreyfuss et al. 1951). 

(Daland and Castle 1948) and with sodium hydrosulphite 

(Williams and Mackey 1949). The known sickle-cell 


bloods all yielded positive results, whereas the 110 
unselected samples were uniformly negative. 


Blood-groups in Greece 


In view of the paucity of data on Greek blood-groups 
in general, and of the implications, discussed below, 
of both sickling and Rh groups on possible African 
connections, it was decided to determine the ABO, 
Rh, and MNS blood-groups of all the specimens. After 
sickling tests had been carried out at St. Bartholomew’s 
Hospital, the specimens were transferred for grouping 
to the Blood Group Reference Laboratory. 

Samples were tested with anti-A, anti-B, anti-C, 
anti-c, anti-D, anti-E, anti-M, anti-N, anti-S, and anti- 
Henshaw. Samples positive with anti-A were further 
tested with anti-A, ; positives with anti-E were tested 
with anti-e ; specimens negative with anti-D in saline 
solution were submitted to an indirect anti-globulin 
test with ‘“ incomplete ’’ anti-D in order to detect the 
D» antigen if present. 

The results of the tests are set out in tables 1-11. Gene- 
frequency calculations were made by Dr. Ada C. Kopeé 
by the methods briefly described by Allison et al. (1952), 
which will be more fully described by Mourant (1953). 


Discussion 


Considerations of independent mutation apart, the 
absence of any example of sickle-cell trait among 
110 unselected Greeks makes a large Negroid or Ved- 
doid component in the general population unlikely. 
Even the presence of sickling locally at Petromagoula 
(Choremis et al. 1951) does not necessarily imply an 
African connection, since a high frequency of this trait 
has now been found in Veddoids in India (Lehmann 
and Cutbush 1952a and b) and Arabia (Lehmann and 
Ikin 1953). On the other hand, the frequency of the 
eDe (R,) chromosome is 4:6%, which is higher, though 
not significantly so, than in northern and central Europe, 
and nearer to the frequencies found in several other 
Mediterranean lands, where it is almost certainly due 
to a small African component in the population. It 
thus remains possible that the sporadic cases of sickling 
in the Mediterranean area have a similar origin, though 
they may have come from Asia (Lehmann 1953). 


TABLE II--MNS PHENOTYPES OF GREEKS 


ines — No. Frequency Frequency No. 
Phenotype observed observed expected | expected 
MMS 23 0-211009 0-198207 21-605 
MsMs 9 0-082569 0-094782 10-331 
MNS 29 0266055 | 0-286156 | 31-191 
MsNs 25 0-229358 | 0-210434 | 22-937 
NNS 11 0100917 | 0093618 | 10-204 
NsNs 12 0-110092 0-116801 | 12-731 
‘Total 109 1-000000 0-999998 108-999 
Ns yh ate 0-341762 


Total 0-999999 
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The rather high frequency (9-6%) of the eD%e chromo- 
some is, on the other hand, a typical Mediterranean 
characteristic, since it has been found, to an even greater 
degree in the Yemenite Jews—20-5% (Dreyfuss et al. 
1952)—and in the Yemenite Arabs—9-5% (Lehmann 
and Ikin 1953). The same chromosome, rare in most 
parts of the world, is also found, with low frequencies, 
over most of Africa, but chiefly in the area immediately 
south of the Sahara desert. 

The MNS data are typically European. The §S 
frequencies are the first to be published for a Mediter- 
ranean population. The ABO frequencies do not differ 
significantly from those already published for Greece. 

Since this paper was accepted, three of us (C. C., 
H. L., L. Z.) have visited the Lake Kopais area of Greece 
and have carried out sickling tests by chemical means. 


_ 37 relatives of known cases of sickle-cell anzmia were 


tested, deriving from 12 different families. In addition 

102 persons not closely related and not belonging to 

families with sickle-cell anamia were also tested ; there 

were among these 18 individuals, or 17-7%, with the 

sickle-cell trait. This high frequency is likely to be lower 

than the true over-all frequency. Samples of blood from 
TABLE III—RHESUS PHENOTYPES OF GREEKS 


Frequency No. 


No | Frequency 
Phenotype | observed | observed expected expected 
CC Dee 20 0-181818  Q-218808 | 24-069 
CeDee 41 0:372727 O-336151 | 36-977 
CeDEe 20 O-181818 | O-148967 | 16-386. 


ce DEE 1 | 0-009091 0-025310 2-784 
ecDEe 13 0-118182 | O-118595 13-045 
CceD%ee 1 0009091 | 0-003766 0-414 
ce Dee 3 | 0-027273 | 0-032060 3°527 
ce 5 0045455 0-053432 5-878 
Ceddee 1 0-009091 0-009091 1:000 
ecddee 5 0045455 0-053433 5-878 
CCddee 0 0-000000 =| 0:000387 0-042 
Total .. 110 | 1-000001 000000 110- 000 
Chromosome frequencies 


Total 0-999999 
all persons tested were sent by air to eka where they 
were examined by E. W. I. and A. E. M. within 48 hours 
of being obtained by venepuncture. The ABO, MNS, 
and Rh blood-groups were determined, and the blood- 
group frequencies found did not differ greatly from those 
of the rest of Greece, given above; and, in particular, 
among these 110 individuals the typically African cDe 
(R.) chromosome of the Rh series was not detected. Full 
details of this work will be published in a subsequent 
paper. 
Summary 

Although the sporadic occurrence of sickling and of 
sickle-cell anemia in Greece is well known, and generally 
accepted, conflicting statements have been made about 
the frequency of the sickle-cell trait among the Greek 
nation as a whole. Some of them claim a very high 
incidence—nearly 50% in Athens. 

When 110 unselected Greek bloods, 50 of them from 
people born in Athens, were examined, no sickling 
was found in any of them. 

The pitfalls in the technique of examination for the 
sickle-cell trait are discussed. 

The bloods were also tested for the A,A,BO, Rh, and 
MNS blood-group systems. In the Rh system, a fre- 
quency of 9-6% was found for the cD%e chromosome, 
which appears to have its highest incidence in the East 
Mediterranean area. 

Our thanks are due to the Bulletin of the Johns Hopkins 
Hospital and to Dr. F, Dreyfuss for permission to reproduce 
the photographs shown in figs. 1 and 2. 

References at foot of next column 


ANTIBODY FORMATION IN ALLERGIC 
AND IN NORMAL PEOPLE 


D. D. ADAMS 
M.B. N.Z 


From the Department of Preventive Medicine, Otago 
University Medical School, Dunedin, New Zealand 


ONLY some people develop allergic symptoms. There- 
fore they must differ from normal people who do not 
develop allergic symptoms. Allergic symptoms are 
believed to be a result of a reaction, in the tissues 
involved, between antigens, and their corresponding 
antibodies. In seeking the cause of allergies, therefore, 
it is reasonable to start by comparing what might be 
termed the ‘* antibody defence mechanism ”’ in normal 
people with that in allergic people. 

One of the first questions that arises is whether or 
not antigen-antibody reactions develop in the tissues 
of normal people exactly as in allergic people but without 
causing any tissue reaction. in the Prausnitz-Kistner 
reaction the intradermal injection into a non-allergic 
person of antibody-containing serum from an allergic 
person, followed after 6-12 hours by the injection of the 
corresponding antigen into the same site, produces a 
well-marked urticarial reaction. This suggests that, if 
antibodies are placed in the tissues and followed by the 
antigen, non-allergic people react like allergic people ; 
and the reason why normal people do not develop allergic 
symptoms seems to be that antibodies and/or antigen 
do not reach the tissues, or not in sufficient quantities. 
This suggests that allergic people may form antibodies 
more readily than do normal people, or antibodies may 
pass from the blood to the tissues more readily in allergic 
people, or both. 

An attempt has been made to test the former possibility 
by measuring the amount of antibodies produced by 
allergic and by normal people in response to injections 
of T.A.B, vaccine. 

Method 

Two groups of male students were selected. The 
allergic group, consisting of eleven people, contained 
five chronic asthmatics, fiv® subject to hay-fever, and 
one subject to eczema. The normal group contained 
ten people without any personal or family history of 
allergy. 

Blood was removed from each person, and agglutina- 
tion tests were done for the presence of Salmonella 
typhi, S. paratyphi-A, and 8. paratyphi-B H and O 
agglutinins. The dilutions used throughout the experi- 
ment were 1/25, 1/50, 1/125, 1/250, and where necessary 
1/500, 1/1250, 1/2500, 1/5000, 1, aes and 1/25,000. 
Next, subcutaneous injections of 0-25 ml. of TAS. 


PROF. CHOREMIS AND OTHERS: REFERENCES 


Allison, A “a E. W., Mourant, A. E. (1952) J. R. anthrop. 
nst. 5 
Caminopetros, "(1952) Lancet, i, 687. 
Choremis, C. (1952) Ibid, p. 1069, 
— Zervos, N., Constantinides, V., Zannos, L. (1951) Ibid, i, 


1147. 
Daland, G. A., Castle, W. B. (1948) J. Lab. clin. Med. 33, 1082. 
Lehmann, H., Mourant, A. E. (1952) 


Dreyfuss, F., Ikin, E. W., 
Lancet, ii, 1010. 
— Mundel, G., Benyesch, M. (1951) Harefuah, 41, 168. 
Huck, J. G. (1923) Bull. Johns Hopk. Hosp. 34, 335. 
Isaacs, R. (1950) Science, 716. 
Lehmann, H. ag Lancet, i, 1068. 

— (1953) Man, 9. 

—  Cutbush, M. (52a) Brit. med. J. i, 

— — (1952b) Trans. R. Soc. trop. Met , a 46, 380. 

— Ikin, E. W. (1953) To be published. 

— Raper, A. B. (1949) Nature, Lond, 164, 494. 
Mourant, x E. (1953) To be published. 
Pauling, L., Itano, H. A., Singer, S. J., Wells, I. C. (1949) Science, 


110, 543. 
wor! M. R., Liquori, A. M., Eirich, F. (1951) Nature, Lond. 167, 
Scriver, J. B., Waugh, T. R. (1930) Canad. rit Ass. J. 23, 375. 
Singer, K. (1951) Amer. J. clin. Path. 21 
Williams, A. W., Mackey, J. P. (1949) J. pg on 2, 141. 


a 
> 
L 
= 
; 
- 
1 
: 
4 
2 
g i 
a 
| | 
r 
j 
a 


912 THE LANCET] 


2500; 


RECIPROCAL OF TITRE 
o 


WEEKS 
Average antibody responses in allergic and in non-allergic people. 


vaccine were given, and after a week blood was removed 
and agglutination tests were done. 

After a further week blood was removed for agglutina- 
tion tests and injections of 0-5 ml. of T.4.B. vaccine were 
given. A week later blood was removed for agglutination 
tests. 

Two weeks later blood was removed for agglutination 
tests. 1.A.B. vaccine was chosen as the antigen because 
of the ease with which its antibodies can be measured 
and because the chance that any of the students had 
been in contact with it before was remote. 


Results 


The S. typhi component of the T.a.B. vaccine was not 
potent, and no agglutinins to this were detected. The 
titres of the remaining four types of agglutinins were 
recorded in graphical form for each person, titre being 
plotted against time. 

The average antibody response of the two groups, 
allergic and non-allergic, is shown in the accompanying 
figure. There is a clear-cut difference between the two 
groups, the antibody response of the allergic group being 
greater than that of the non-allergic group. Since 
there was a large variation within the groups, which is to 
be expected with such a crude method of estimation of 
the amount of antibodies present, a statistical analysis 
was made to determine whether the difference shown 
between the two groups was significant. It was found 
that the observed difference between the two groups was 
significant at the 5% level (P= 0-05), indicating that 
the chance of such a difference occurring owing to 
random variation was only about 1 in 20. 


Discussion 


Gaddum (1951) points out that there is evidence that 
in allergy the involved tissues are abnormally sensitive 
to histamine and release abnormally large amounts of 
histamine. Both of these abnormalities, he points out, 
could be explained by a deficiency of histaminase in the 
tissues involved. 

However, excessive release of histamine could be due 
to a larger number of antigen and antibody particles 
reacting in the tissues involved. Such an excessive 
antigen-antibody reaction could be caused by (1) an 
increased tendency for antibodies and antigen to pass 
from the blood to the tissues involved, and/or (2) an 
increased sensitivity of the antibody-forming mechanism, 
with the result that in allergic people antibodies are 
produced in large numbers in response to a minimal 
antigenic stimulus, such as that produced by the circula- 
tion in the blood-stream of a small amount of inhaled 
foreign protein. 

Further comparisons of the antibody response of 
allergic and normal people to various antigens would 
decide whether or not allergic people produce antibodies 
more readily than do normal people. Balyeat (1928) 
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was probably ay first to suggest overproduction of 
antibodies in allergic people. He studied 1217 allergic 
patients and concluded that they had a general resistance 
to infectious diseases which was far above normal. He 
explained his findings on the grounds that as allergic 
people have hypersensitive cells which develop “ atopic 
bodies ’’—i.e., antibodies responsible for allergy as 
opposed to those responsible for protection against 
infection—more readily than normally, they also develop 
antibodies more readily than normally, the development 
of ‘‘ atopic bodies ’’ and the development of antibodies 
being similar processes. Since it is now thought that 
these are one and the same process, Balyeat’s argument 
is reinforced. 
Summary 

The antibody production of eleven allergic and ten 
normal people in response to T.A.B. vaccine was measured. 

The average response of the allergic group was 
significantly higher than that of the normal group. 

Allergic people possibly have an abnormally responsive 
antibody-forming mechanism, which may be at least 
partly responsible for their allergic symptoms. 
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DEHYDRO-ASCORBIC-ACID LEVEL OF 
“ BLOOD IN HEALTH AND IN 
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CONTRADICTORY reports have been published about 
the presence of dehydro-ascorbic acid, the reversibly 
oxidised form of ascorbic acid, in the blood and tissues. 

Kellie and Zilva (1936) reported that dehydro-ascorbic acid 


was not present in blood, but Plant and Biilow (1935) and . 


Fujita and Ebihara (1937) observed that blood contained more 
dehydro-ascorbic acid than ascorbic acid. 

Bartolini (1937), from clinical study of a large number of 
cases, observed that the ratio of dehydro-ascorbic acid to 
ascorbic acid was lowest in normal human blood and increased 
in different diseases. 

Lund and Elmby (1938) reported that the power of the 
intestines to reduce dehydro-ascorbic acid to ascorbic acid 
was lost in intestinal diseases. 

Banerjee et al. (1952) observed that dehydro-ascorbic acid, 
which was absent from the tissues of normal guineapigs, 
appeared in considerable amount in the tissues of scorbutic 
guineapigs. 

It has been our experience that dehydro-ascorbic acid 
is very easily formed in the tissues though it may not 
be present there during extraction. To guard against the 
possibility of its being found it is essential to deproteinise 
the blood as soon as it is drawn, and in the case of any 
other tissue to put it into the extracting acid as soon as 
it is removed from the body and to extract it under the 
acid. If these precautions are not taken, ascorbic acid 
may be converted into dehydro-ascorbic acid during 
extraction. In view of this observation it is hardly 
surprising that the published reports about the presence 
of dehydro-ascorbic acid in the tissues are contradictory. 

It has been shown (Banerjee 1943) that scorbutic 
guineapigs have an increased susceptibility to different 
infections, and that the vitamin-C requirement of the 
body is increased in different infectious diseases. The 
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presence of dehydro-ascorbic acid in the blood might 
therefore indicate some abnormal condition in the 
tissues. Since typhoid fever is also associated with hypo- 
vitaminosis C (Najib-Farah 1938, Slutskii 1938), it was 
of interest to study the dehydro-ascorbic-acid content of 
the blood of patients with typhoid fever in the pyrexial 
period and during convalescence. The dehydro-ascorbic- 
acid content of ‘the blood of normal persons was also 
estimated for comparison. 


Methods 


41 patients with the classical symptoms of typhoid 
fever and with positive blood, stool,-or urine culture 
and the characteristic serological changes were selected 
for the purpose of this investigation before they were 
treated with chloramphenicol. Blood was taken between 
the tenth and twentieth days of the illness. 11 patients 
convalescent from typhoid fever were also selected. The 
normal persons were mainly postgraduate students and 
members of the staff of the department belonging to the 
same economic and social status as the patients selected 
for study. 


Blood was collected from the median cubital vein and 
taken into tubes containing oxalate, and 3 ml. of the oxalated 
blood was added drop by drop to 15-ml. centrifuge tubes 
containing 9 ml. of water, and thoroughly mixed. Next 3 ml. 
of a molar solution of sulphosalicylic acid was added slowly, 
and the mixture was shaken. The tube was centrifuged, and 
the centrifugate was filtered through a piece of dry absorbent 
cotton. 

The dye 2, 6 dichlorophenol indophenol was dissolved in 
boiling distilled water (20 mg. per 100 ml.) and standardised 
by the method of Menaker and Guerrant (1938). The dye 
solution was kept in the refrigerator and used for one week 
only. The blood filtrate was taken in a microburette and 
titrated against the freshly diluted dye (1:10) taken in a 
test-tube. The reduced ascorbic-acid level of the blood was 
thus obtained. To an aliquot of the filtrate hydrogen sulphide 
was passed for five minutes, the excess gas was removed by 
passing a current of nitrogen, and the treated filtrate was 
titrated against the dye as described above. This titration 
gave the values of both oxidised and reduced forms of ascorbic 
acid. The difference between the two levels gave the level of 
dehydro-ascorbie acid. The results are given in the accom- 
panying table. 

Results 


Normal blood contains 0-88 mg. of ascorbie acid and 
0-09 mg. of dehydro-ascorbic acid per 100 ml. The 
ascorbic-acid level of the blood of patients with typhoid 
fever was 0-54 mg. per 100 ml, and the dehydro-ascorbic- 
acid level 0-27 mg. per 100 ml. Thus not only was the 
dehydro-ascorbic-acid level of the blood increased but 
also about a third of the total ascorbic acid of the blood 
was dehydro-ascorbic acid. In normal persons, on the 
other hand, the dehydro-ascorbic acid constituted about 
an eleventh of the total ascorbic acid of the blood. When 
the patients were recovering from typhoid fever the 
ascorbic-acid level of the blood increased and the dehydro- 
ascorbic-acid level decreased, but they did not reach the 
normal values. 


Discussion 


The reversibly oxidised form of ascorbic acid (dehydro- 
ascorbic acid) forms a small part of the total amount of 
ascorbic acid in the blood of normal persons. But in 
typhoid fever not only does the ascorbic-acid level of the 
blood diminish considerably but also the dehydro- 
ascorbic-acid level of the blood increases. This seems to 
indicate that ascorbic acid is present in the normal body 
mostly in the reduced form, and in pathological conditions 
such as typhoid fever the tissues lose their capacity to 
reduce the dehydro-ascorbic acid formed in the body, 
and consequently dehydro-ascorbic acid accumulates. It 
has also been suggested by Cornforth and Long (1952, 
1953) that corticotrophin and cortisone facilitate the 
oxidation of ascorbic acid to dehydro-ascorbic acid. 


DEHYDRO-ASCORBIC-ACID AND ASCORBIC-ACID LEVELS OF 
BLOOD OF MAN IN HEALTH AND IN TYPHOID FEVER 


| | } 
| } Blood- 
Blood- | dehydro- 


| No. of | ascorbic acid) "Oyo". 
Group persons (mg. per | 9 orbic acid 
| 100 ml.) | Per 
100 mil.) 
Normal persons 0-88 +0-03* 0-09 £0-01 
Persons with typhoid fever.. | 0:5440-06 | 0-27 40-03 


Persons convalescent from | 


| 
typhoid fever 11 0-72 0-001 0-16 +0-003 


* Mean and standard error. 


Adrena cortical hyperactivity is associated with severe 
infections. The increase in the dehydro-asco1bic-acid 
level of the blood in typhoid fever may therefore be due 
to hyperactivity of the adrenal cortex. After recovery 
from typhoid fever the tissues regain the capacity to 
reduce dehydro-ascorbic acid, and consequently the 
dehydro-ascorbic-acid level decreases and the ascorbic- 
acid level increases. The total ascorbic-acid level of the 
blood, however, diminishes in typhoid fever, which fact 
might indicate diminished consumption, destruction, or 
increased requirement of the vitamin in typhoid fever. 
The estimation of the dehydro-ascorbic-acid level of the 
blood would probably be more useful in indicating the 
normal function of the tissues and might be of prognostic 
significance. 

We are grateful to Dr. R. Chatterjee, resident surgeon of 
R. G. Kar Medical College Hospitals, Calcutta, for supplying 
the blood of the patients reported here. 
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LACTIC ACID IN THE TREATMENT OF 
OSTEO-ARTHRITIS 


J. S. LAWRENCE 
M.D. Edin., M.R.C.P. 
PHYSICIAN-IN-CHARGE, WALKDEN MINERS’ CLINIC 


From the Walkden Miners’ Clinic and the Rheumatism Research 
Centre, University of Manchester 


Tue results of treatment in osteo-arthritis, as in all 
degenerative disorders, are often discouraging, and clini- 
cians have been correspondingly more ready to try new 
methods, though the theoretical basis of these might be 
slender. 

In 1938 Waugh, finding that the pH of synovial fluid 
in rheumatoid arthritis was abnormally high, studied 
the effect of treatment with intra-articular injections of 
lactic acid in a solution of procaine. Subsequently he 
extended his investigations to other forms of arthritis 
and in 1945 he published results in a small series of 
osteo-arthritis of the hip, but without producing any 
statistical evidence of the value of the treatment. 
Meanwhile, Crowe (1944) had treated 280 painful and 
swollen rheumatic joints, 93 of which were osteo-arthritic, 
with intra-articular injections of 1% acid potassium 
phosphate. He reported lasting improvement in three- 
fifths of the cases and temporary relief in all but 1; 
but he gave no comparison with other methods of 
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TABLE 1l-—PRELIMINARY DATA OF PATIENTS STUDIED 


| Phy siotherapy Physiotherapy 


alone + lactic acid 
Number .| 50 50 
Age (yr.): 
Mean. . | 52 | 55 
Minimum .. 39 | 35 
Maximum .. | 73 | re 
Duration of symptoms | 
Mean 4-0 years 5-1 years 
Minimum 3 weeks 1 week 
Maximum ; 15 years 44 years 
Degree on incapacity | 
Unable to use transport 0 | 0 
Unfit for work 25 | 23 
Fit for light work eit a 5 | 5 
Fit for full work .. 18 22 
Site of disease : } | 
Knees 30 | 32 
Hips .. 10 | ll 
Other joints. . | 10 7 
Blood findings : } 
Mean §.8.R. (mm, in 1 hr.) 5 | 6 
Plasma viscosity (water 100). 69 | 64 
Fibrinogen viscosity 17 | 18 
globulin viscosity 23 | 20 
a- + B- -globulin viscosity ; ” | 8 
Albumin viscosity 21 | 21 
Plasma-fibrinogen level inc ‘reased i in| 13 13 


T he F.S.R. was estimated by the W estergren method, the frac tional 
viscosity by a technique recently described (Lawrence 1950). 


treatment or with untreated cases. Numerous papers 
on the same lines have since appeared and have been 
reviewed by Desmarais (1952), who used mock intra- 
articular injections as controls. He found no significant 
difference between the results in patients receiving 
lactic acid with procaine and those in controls, as regards 
changes either in the degree of pain or the range of 
movement. 
Present Study 


The method used in the present study was to treat 
all patients with osteo-arthritis of accessible joints by 
standard methods of physiotherapy, alternate patients 
receiving in addition intra-articular injections of a 
lactic-acid plus procaine solution.* The amount injected 
varied from 2 to 20 ml. according to the size of the 
joint and was repeated at weekly intervals, the amount 
being adjusted where a severe local reaction occurred, 
and a dose being omitted if the reaction lasted for more 
than a week, Treatment was continued till the symptoms 
had subsided but not beyond the eighth week. 

Osteo-arthritis of the spine was excluded owing to 
the technical difficulties involved, but the sacro-iliac 
joints were included. In superficial joints, such as the 


knee and the elbow, the accuracy of the injection was, 


readily determined by injecting 1 c.cm. of air with the 
solution, when the characteristic gurgling sound could 
be heard on subsequent movement of the joint. In 
deep joints, such as the hip, this sign could seldom be 
elicited and reliance had to be placed, in the absence of 
an effusion, on the diminished resistance to injection of 
the solution as the joint capsule was pierced. The 
indications are that two out of three injections of the 
hip joint are successfully located (Dobson 1950). Physio- 
therapy was assigned according to a strict rota, so that 
interference with the final results from this cause could 
be excluded. All the patients were male employees of 
the National Coal Board, most of them miners. 
Preliminary data are shown in table 1. A total of 
100 patients was studied, 50 in each group. Those 
receiving lactic acid will be referred to hereafter as the 
“treated group,’ and those receiving physiotherapy 
alone as the ‘‘controls.’’ The treated group had a 
slightly greater mean age, and the duration of symptoms 
was also slightly greater. The controls, on the other hand, 
contained rather more who were unfit for work and had 
a slightly higher mean plasma viscosity. It was there- 


* The preparation was prepared for the purpose by Messrs. Brady 
& Martin, of Newcastle upon Tyne. 
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fore felt that, on balance, the two groups were of similar 
severity. The plasma-fibrinogen level, which of all the 
plasma-protein levels is probably the most reliable 
indicator of tissue damage in the rheumatic diseases 
(Lawrence 1949), was on the average in the upper limit 
of normal in both groups, a raised plasma-fibrinogen 
level being found in 13 controls and 12 treated patients 
before treatment. The erythrocyte-sedimentation rate 
(E.S.R.) is not sufficiently sensitive to be of assistance 
in osteo-arthritis, the average figure being identical with 
the average normal. In both groups the knees were most 
frequently affected, the hip next. Other joints affected 
included the elbows (humero-ulnar), shoulders, and the 
talo-navicular, metacarpo-phalangeal, and sacro-iliac 
joints. 


TABLE II-—-ASSESSMENT OF RESULTS 


Physiotherapy 


| alone + lactic acid 
No. of |Average) No. of |Average 
patients | time | patients} time 
~ 50 (days) 50 (days) 
Assessme nt after 3 mos. | 
Symptoms worse re 1 3 | 
unchanged 6 | | 4 
improved 38 | 35 | 
abolished. 4 58 | 5 43 
Patient ceased to attend, &e.| 1 3 | 
Total | 50 | 
Pain on mov ement worse 4 | 5 
- ” une hange d 19 | | 18 
improved 2 6 | 
_abolishe 11 | 39 | 10 | 49 
T otal | 39 
L imitation of movement worse 3 | 4 
¥ ” » unchanged 11 10 
improved | 14 14 
» abolished 2 60 | 1 60 
Total 30 | | 29 
Swelling worse 1 1 
unchange 2 5 
improved .. 1 | 4 
abolished 2 32 | 1 90 
Total 6 | 11 
E.S.R. raised .. 3 7 
» no change ae eg 0 | 1 
improved 0 | 1 
» returned to normal .. 2 4 
Plasma viscosity raised ; | 7 10 
” worse | 
” ” improved. 0 1 
” returned to 
normal. . 5 5 
Plasma-fibrinogen level raised 8 13 
worse 2 3 
unc hanged | 1 1 
improved 1 2 
returned to | 
normal 7 | 
Totally incapacitated initially... 25 23. 
Still off work. ox 11 | 10 | 
Returned to light work = 6 | 3 | 
Returned to full work . mal 7 8 | 
Off work . ee 44 | 53 
Died, refused ‘treatment, or | 
results not known. 2% 1 | | 2 | 
| | 
Assessment after 6 mos. | 
General assessment worse. 2 Ss 
” oe improved | 27 21 
4 4 
Non-attendance, &c.. 9 | 11 
Total 50 50 
Totally incapacitated initially | 23 
Still off work. 5 
Returned to light work Ss 8 | 4 
Returned to full work .. om 10 8 
Not known 2 | \ 2 
Retired .. | 1 
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Results 


The results of treatment in these two groups are 
shown in table u. They were assessed after three and 
six months, the first assessment being thus made in the 
treated group a month after the last injection. This 
allowed any reaction which might have arisen following 
the injection to snbside. 

The assessment of the effect on symptoms is, of course, 
based on the patient’s statement and is thus subject to 
the effects of suggestion, which might be expected to be 
greater in the treated group. Despite this, however, 
there is no significant difference, in both groups some 
70% stating that their pain was less and 10% that it 
had cleared up completely. The time required for the 
pain to disappear was greater but not significantly so 
in the controls. 

The proportion showing improvement in physical 
signs is also very similar in the controls and treated : 
in both groups pain on movement persisted in about 
50% of patients and was abolished in about 30%. The 
greater time required for this sign to disappear in the 
treated group is attributable to the painful reactions 
which the lactic acid commonly produces. 

Limitation of movement similarly was improved in 
both groups in about half the patients, the knees showing 
this benefit chiefly, and the hips seldom. Joint swelling 
also improved in both groups in half of those in whom 
it was originally present. 

The blood findings are given only for those in whom 
they were abnormal before treatment and have been 
reassessed after three months. The indications are that 
in both groups the plasma-fibrinogen levels fell to normal 
in about half the patients. 

In a non-lethal disease the effect of treatment on 
incapacity is, of course, of major importance and is 
shown in table 1m. In both treated and controls about 
40% of those who were originally unfit for work were 
still incapacitated after three months and 30% had 
returned to their previous employment, the remainder 
being by then on some form of light work. The time 
taken to return to work was rather greater in the treated 
than in the controls, but not significantly so. After 
six months the proportion off work had been reduced 
to 30% in the treated and 20% in the controls, a greater 
proportion of the controls returning to light work. The 
tendency is thus for those receiving physiotherapy alone 
to be slightly better off as regards incapacity than those 
receiving lactic acid, but the differences are not significant. 

Finally, a general composite assessment is given for 
the six-month period. This is based on symptoms and 
signs and shows no significant difference between treated 
and controls, thus confirming the incapacity findings 
and indicating that lactic acid is without therapeutic 
value. 


Summary 


Two groups, each of 50 male patients with osteo- 
arthritis of similar severity, have been compared. Both 
groups received routine physiotherapy, but in addition 
one group was treated with intra-articular injections of 
a lactic-acid plus procaine solution. 

The outcome in these two groups during the next 
six months was investigated. It did not differ significantly 
in any respect between the two groups. 

It is concluded that lactic acid has no therapeutic 
action in osteo-arthritis. 
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EPIPHRENIC (SOPHAGEAL 
DIVERTICULUM WITH CARDIAC PAIN 


DEsmMonpD G. JULIAN 
M.A., M.B. Camb., M.R.C.P. 


MEDICAL REGISTRAR, LIVERPOOL THORACIC SURGICAL CENTRE, 
BROADGREEN HOSPITAL, LIVERPOOL 


(ESOPHAGEAL and para-cesophageal lesions often give 
rise to pain which resembles angina pectoris but are 
seldom responsible for electrocardiographic abnormalities. 
The following case is of interest in that anginal pain 
and electrocardiographic evidence of coronary insuffi- 
ciency were present before, but not after, resection of an 
epiphrenic cesophageal diverticulum. 


Case-record 


A married woman was in good health until 1949, when, 
at the age of 65, she first noticed that food seemed to stick 
in the xiphisternal region. This happened intermittently and 
was not at that time associated with pain. In October, 
1950, she began to have pain across the lower chest and 
radiating down the 
flexor aspect of the 
right arm to the 
wrist. Less often 
the pain spread into 
the left arm. 
Initially the pain 
came on only after 
she had swallowed 
solid food and _ it 
persisted for a few 
minutes. In 1951 
she complained of 
a tight pain, across 
the chest and 
spreading into the 
right arm, provoked 
by exercise and 
relieved by rest. At 
this time she had 
no pain either on 
bending forward or 
on lying flat. She 
first attended 
Whiston Hospital 
in September, 1951, ein 
when a barium Fig. |—Barium swallow showing diverticu- 
swallow showed a lum to right of, and behind, phag 
diverticulum — lying 
behind, and to the right of, the csophagus_ (fig. 1). 

(sophagoscopy and Electrocardiography.—The patient was 
transferred to Broadgreen Hospital, where cesophagoscopy 
was done on Oct. 31, 1951, by Mr. L. J. Temple. The 
orifice of the cesophageal diverticulum was found in the 
right posterolateral wall about 5 cm. above the lower end of 
the cesophagus. There was also a very small sliding hiatus 
hernia. The patient had a moderate emphysema, and her 
blood-pressure was 180/100 mm. Hg. All other clinical 
findings were normal, and tbe hemoglobin was 104%, 
Electrocardiography on Nov. 1, 1951, revealed T-wave inver- 
sion in leads I and V, (fig. 2a). In view of this and the 
patient’s refusal of operation she was discharged on Nov. 3, 
1951. During the subsequent fortnight she was afflicted 
with much more severe pain, which could then be produced 
by bending forward and by lying flat, as well as by exercise 
and by swallowing food. Electrocardiography was repeated 
but showed no change (fig. 2b). GEsophagoscopy was repeated 
on Dec. 31, 1951, with the same findings as previously, but 
on this occasion an attempt was made to squeeze as much 
of the contents as possible out of the sac. Electrocardiography 
on Jan. 1, 1952, showed that T, was now upright (fig. 2c), 
and experimental anoxemia did not alter its configuration. 
Electrocardiography two days later showed that T, was 
diphasic (fig. 2d), and it later became negative again. 

Thoracotomy was done by Mr. Temple on Jan. 19, 1952. 
The csophagus was exposed, and the diverticulum was 
found in the lower third of the right side, closely adherent 
to the right lung. The diverticulum was separated with 
considerable difficulty, sharp dissection being necessary, and 
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coronary insufficiency in the 


absence of organic coronary 
artery disease it may act as 
a trigger mechanism when 


such disease is present. Van 
Dellen (cited by Nuzum 1952) 
has described a case of hiatus 
hernia in which the electro- 
cardiogram was normal when 


the hernia was not present 


a b c 


Fig. 2—Electrocardiograms : a, Nov. 1, 1951, and b, Dec. 18, 1951, showing inverted T waves in leads | 


butt a typical coronary curve 
was present when herniation 
occurred. In the present 
case there has been no clinical 
or electrocardiographic evi- 
dence of coronary artery 
disease since operation. 
However, even normal 
electro-cardiogram during 
experimental anoxemia and 
exercise tests does not 


d e 


and V,; c, Jan. 1, 1952, showing upright T waves in leads | and V, after emptying of diverticulum; necessarily exclude coronary 
d, Jan. 3, 1952, showing T wave diphasic in lead 1; e, Jan. 26, 1953, showing normal T waves but artery disease. 


slight left axis-deviation. 


was clamped across and divided. The cesophagus was 
sutured with a layer of interrupted silk, a layer of continuous 
silk, and some interrupted sutures in the musculature. The 
hiatus was reasonably tight, with only the merest suggestion 
of a hernia, A single suture was put in to tighten the 
hiatus further. The diverticulum was 2-5 cm. in diameter 
and lined with squamous epithelium. The muscularis became 
thin towards the apex of the diverticulum, where it was 
deficient. 

Postoperatively recovery from the operation was uneventful, 
and subsequently the patient has remained free from pain 
and dysphagia. She now has more severe dyspnoea than 
formerly, attributable to emphysema, and a blood-pressure 
of 200/100 mm. Hg. A barium swallow has shown no trace 
of an csophageal diverticulum or of any deformity of the 
esophagus. Several electrocardiograms have been made 
since the operation, the latest on Jan. 26, 1953 (fig. 2e). All 
have shown a slight left axis-deviation, but the T waves 
have been normal in both standard and unipolar leads. 
During experimental anoxemia and after exercise there has 
been no alteration in the electrocardiograms. 


Discussion 


This patient had pain typical of an epiphrenic lesion 
in that it occurred after food, on bending forward, and 
on lying flat, but it could also be elicited by exercise 
and relieved by rest. Master et al. (1949) have shown 
that, when patients with hiatus hernia complain of 
angina pectoris, there is almost invariably electrocardio- 
graphic evidence of coronary artery disease. These 
workers do, however, report some such cases with no 
evidence of cardiac disease, and also a case of severe 
coronary disease in which the chest pain was aggravated 
by bending forward and by lying prone but relieved by 
standing up. 

The inversion of tI and TV, in the present case may be 
regarded as evidence of coronary insufficiency. The 
fact that the electrocardiogram returned to normal both 
after the e@sophagoscopic emptying of the sac and after 
resection of the diverticulum suggests that coronary 
spasm was produced either by direct pressure or by 
reflex vagal spasm. The latter seems more probable in 
view of the position and size of the sac. That reflex 
spasm can occur seems possible from the experiments 
of Dietrich and Schweigk (1933) and of Gilbert et al. 
(1940). Evidence was produced by these investigators 
which demonstrated that distension of the stomach with 
balloons decreased the coronary blood-flow, but these 
effects were prevented by previous section of the vagi 
or by the administration of atropine. Master et al. (1949) 
believe that although hiatus hernia will not produce 


Epiphrenic diverticula of 
the msophagus are uncom- 
mon, Goodman and Parnes (1952) being able to find only 
126 published cases. In several instances chest pain has 
been described without electrocardiographic changes. 
Leger and Pichon (1952) and Dorn and Jacoby (1950) 
have reported pain due to diverticula and resembling 
that of myocardial infarction. Duval (1951) published 
a case with a diverticulum and coronary artery disease, 
in which surgical treatment only cured the symptoms 
in part. 

Although a small hiatus hernia can give rise to severe 
symptoms, it seems reasonable to attribute those in the 
present case to the diverticulum alone, particularly in 
view of the effect of emptying, and of resection of, 
the sac. 

Summary 


In a case of epiphrenic diverticulum of the cesophagus 
the patient complained of a tight pain across the chest, 
radiating into the right arm, brought on not only by 
bending forward, swallowing solids, and lying down but 
also by exercise and relieved by rest. 

When she was first seen there was T-wave inversion 
in leads I and V, but after evacuation of the diver- 
ticulum the T waves became upright. No inversion took 
place under experimental anoxemia, but a few days 
later the T waves became inverted again. 

The diverticulum was resected, since when the chest 
pain has not recurred. Electrocardiography has been 
repeated on several occasions and shows only slight left 
axis-deviation ; it is unaffected by exercise and anox- 
semia. 

Coronary vasoconstriction probably resulted indirectly 
from distension of the diverticulum, possibly by means 
of a vagal reflex. 


I wish to thank Dr. E. Noble Chamberlain and Dr. F. B. 
Julian for their helpful advice and criticism ; several members 
of the Liverpool Thoracic Surgical Centre for the use of their 
clinical and laboratory findings ; Mr. L. J. Temple, in whose 
care the patient was ; and Dr. W. 8. Sutton and Dr. Hamilton 
Gifford, who investigated the case from the medical aspect. 
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HAMOCHROMATOSIS OF THE HEART 


G. BournE R. J. R. CurEton 
M.D. Lond., F.R.C.P. M.B. Camb. 
PHYSICIAN LECTURER IN PATHOLOGY 


ST. BARTHOLOMEW'S HOSPITAL, LONDON 


IN his review of 311 cases of hemochromatosis Sheldon 
(1935) noted cardiac death in 15% of 119 cases in which 
the cause of death was evident. Thus cardiac death is an 
unusual but recognised termination of an unusual disease. 

“Swan and Dewar (1952) described 2 further cases of 
hemochromatosis in which death was cardiac, and they 
analysed 10 other cases in which reasonably complete 
data were available, making a total of 12 published cases 
in which the cardiac picture was clear, They found that 
death was due to congestive failure in all the fatal cases 
they observed. There was a history of substernal pain 
in their own 2 cases and in 5 others of the 10 described 
by them. 

We describe here a fatal case of hemochromatosis with 
an unusually swift cardiac death. From start to finish the 
cardiac story comprised nine days only. 


CASE-RECORD 


A man, aged 51, was first unwell in 1950 with general 
muscular weakness, loss of weight, and cramps in his legs. He 
was seen by Dr. Kenneth Black, who found pigmentation of 
the face, neck, forearms, and legs suggesting hemochromatosis. 
The cardiovascular system was then normal. The retinal 
vessels were normal, and the blood-pressure was 130/80 mm. 
Hg. The liver was enlarged and firm. The urine contained 
2% of sugar. Subsequently a skin biopsy proved well-marked 
siderosis. The diabetes was controlled on a fixed diet balanced 
by 44 units of soluble insulin and 20 units of protamine zinc 
insulin, At that time the complete and differential blood- 
counts were normal; the urine was normal; the serum 
van den Bergh and thymol turbidity reactions and the serum- 
protein level were all normal. The patient’s life became 
normal. and he played a day’s golf again without symptoms, 

In 1951 his 
insulin re- 
quirements 
varied, but the 
diabetes re- 
mained con- 
trolled. In 
December, 
1951, his heart 
was normal in 
size and shape 
radiologically. 


Final Illness 
He kept his 
usual health 
until July 26, 
1952, when he 
played thirty- 
six holes of 
golf. He, felt 
perfectly well 
during this ex- 
ertion, That 
night he could 
not sleep and 
became short 
of breath and 
somewhat 
orthopneic. 
He felt pain 
in his’ right 
upper chest 
and across his 
back, but this 
was not severe, 
did not radiate 
to the arm, and 
Fig. |—Heart, showing left ventricle with septum ticular coro- 
stained by prussian-blue, charac- 
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teristics. On July 28 there was some orthopnea but 
no cough or sputum. He felt ill, his appetite was poor, and 
there was upper abdominal discomfort. 

On examination on July 29, 1952, the pigmentation was 
obvious, the heart-rate was 72, the cardiac rhythm was 
regular, and the blood-pressure was 102/78 mm. Hg, The 
venous pressure in the neck was much increased, the neck 
veins being distended 3 in. above the level of the manubrium 
sterni. The apex-beat was difficult to feel, but appeared to be 
displaced to the left. The heart action was weak, and the 
sounds were distant and tic-tac. The left lung was normal 
except for a few fine basal crepitations, but there were physical 
signs of fluid over the right lower lobe. The liver was enlarged 
5 in. below the costah margin and was firm, There was no 
peripheral cedema. An electrocardiogram was of such low 
voltage that doubt was felt about the efficacy of the machine. 
The rhythm was normal, the T wave was diphasic in lead I but 
upright in leads II and III; the P-k interval was normal; the 
Q RB 8 was slightly notched but not prolonged; and the 


Fig. 2—Myocardium of left ventricle showing hypertrophy of myocardial 
fibres and granules of hemosiderin. (Haematoxylin and eosin. x 450.) 


precordial leads from V, ta, Vg showed no abnormality of 
the Q R S waves or of the T waves. 

He was transferred to hospital, where his subsequent course 
was that of a slow progressive deterioration. Dyspnoa on the 
slightest exertion persisted. The blood-pressure fell, and 
during the last three days of his life it varied between 108/80 
and 90/80. The venous pressure remained very high through- 
out. 14 oz. of straw-coloured fluid was removed from the 
tight pleural cavity without any great clinical benefit. Sacral 
cedema appeared a day or so before he died. The cardiac 
rhythm on July 30, 1952, was that of auricular fibrillation and 
on July 31 of auricular flutter, but the ventricular rate in both 
irregularities remained about 90 per minute. The voltage in 
the standard leads remained very low. Further treatment 
consisted of a low-salt diet, digitalis as required, and intra- 
muscular mersalyl. 


Necropsy Findings 

A partial post-mortem examination was done by one of us 
(R. J. R. C.), permission having been granted for examination 
of the heart and liver only. 

The heart, when fixed, weighed 410 g. The pericardium 
showed slight opaque thickening anteriorly. The cavities 
were dilated, particularly the left ventricle, which showed 
flattening of the papillary muscles. The left ventricle was 
1-6 cm. thick at the base, and on both right and left sides of 
the heart the myocardium was a dusky brownish colour. 
Macroscopic staining with prussian-blue showed iron (fig. 1). 
There was no naked-eye fibrosis of the myocardium, The 
valves appeared healthy. The coronary arteries showed 
surprisingly little atheroma, without any coronary narrowing 
cr thrombi. A few small fairly adherent thrombi were present 
in the auricular appendages. Histologically all the sections 
from the right and left ventricles and the right and left 
auricles showed siderosis of the myocardium (fig. 2), but the 
granules, which stained positively with prussian-blue, were 
more densely aggregated in the left side of the heart and in 
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PRELIMINARY COMMUNICATION 


31, 1953 


hes 
Fig. 3—Liver, showing islands of liver tissue separated by strands of 


fibrosis in which proliferating bile-ducts can be seen. (Hamatoxylin 
and eosin. » 32.) 


the ventricles. The granules tended to be adjacent to the 
muscle nuclei and were closely associated with the granules 
of lipochrome or brown-atrophy pigment. There was some 
apparent hypertrophy of fibres in the left ventricle but. no 


obvious scarring. Adipose infiltration of the right ventricle 
and some fine-droplet fatty change in the myocardium were 
seen. 

The liver, when fixed, weighed 2510 g. The capsule showed 
a very fine cirrhotic change over both lobes. A cut section 
revealed much autolytic change; the fine cirrhosis was 
confirmed, and the liver lobules appeared distinctly dusky 
brown. Prussian-blue stain showed iron. Histologically all 
the sections showed the typical changes of hemochromatosis 
(fig 3). 

CONCLUSIONS 


The case is remarkable for the rapid cardiac death : 
nine days previously the patient had played thirty-six 
holes of golf. The reason for the absence of previous 
symptoms seems to have been that the myocardial 
changes were balanced between the left and the right 
ventricles, with the result that there was no upset 
betweev the normal relation between the systemic and 
pulmonary circulations. During the final illness the 
failure involved the right ventricle mere than the left, 
which explained the absence of excessive dyspnea or 
symptoms and signs of pulmonary congestion. In this 
respect the case appears to be analogous to those cases of 
severe anemia in which the patients live a normal life 
until near the end and die quickly, necropsy revealing a 
widespread fatty degeneration of the heart muscle. 


REFERENCES 
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Preliminary Communication 


THE SITE OF ACCUMULATION OF IODIDE 
IN THE THYROID OF RATS TREATED WITH 
THIOURACIL 


Tue hormone of the mammalian thyroid gland is 
formed in two distinct stages: (1) inorganic iodide is 
accumulated within the gland at a much higher concen- 
tration than it occurs in blood ; and (2) this iodide is 
oxidised and enters into organic combinations. The two 
stages can be artificially separated by the administration 
of anti-thyroid drugs of the thiouracil series which 
inhibit the second but not the first stage, and permit 
study of the iodide-concentrating function in isolation. 
All that is so far known of this function is that the 
iodide is retained within the gland in a loosely bound 
form, from which it can readily be released by drugs 
such as thiocyanate and perchlorate. It is not known 
whether the concentration of iodide is effected by an 
enzymic mechanism in the cells lining the acini, or by 


> 


Autoradiograph of thyroid gland of rat after intraperitoneal injection 
of (x 100). 


adsorption on a constituent of the colloid within the 
acini. In the hope of demonstrating the site of the 
iodide concentration an attempt was made to prepare 
autoradiographs of the thyroids of rats which had been 
treated with an anti-thyroid drug. 


Male hooded rats, each weighing about 80 g., were all treated 
with propylthiouracil 4 mg. given subcutaneously or intra- 
peritoneally in 2 mg. doses with an hour's interval. Fifteen 
minutes after the second dose, 200 ue of carrier-free '!I 
was injected intraperitoneally. The rats were killed by a 
blow on the head fifteen minutes later, and the thyroid 
was immediately dissected out. 

One lobe was dissolved in dilute sodium-hydroxide solution 
and examined on a one-dimensional paper chromatogram 
with butanol-dioxan-ammonia (Gross and Leblond!); an 
autoradiograph of the chromatogram was_ subsequently 
made to reveal the location of the radioactive iodine. In all 
the experiments done the ™'I in the gland was found to be 
iodide ; none had been organically bound. 

The other lobe was immediately dropped into * Freon 12° 
which had been cooled in liquid air. The frozen thyroid 
lobe was then transferred to a freeze-drying apparatus 
modified from that of Stowell,? and it lay on a platform of 
paraffin wax, which was kept at —40°C for forty-eight hours. 
The condensing surface was 2-5 em. above the specimen and 
was cooled by a mixture of solid carbon dioxide and alcohol. 
The interior of the apparatus was maintained at a pressure of 
less than 10-° mm. Hg. At the end of the drying period the 
paraftin wax was heated to its melting-point with an electric 
coil, and the thyroid lobe was allowed to sink into the wax, 
which was resolidified while still in vacuo. The impregnated 
specimen was cut with a microtome into 4 u sections ; these 
were laid flat on photographic film, which was exposed in the 
dark for about three days and subsequently developed in the 
usual way. 


Autoradiographs of the thyroids of normal rats pre- 
pared in this way were unsatisfactory because the 
contrast between thyroid and non-thyroid tissue was 
not striking enough. After the first few experiments 
all the rats were pretreated with 0-1% thiouracil in 
their drinking-water for one or two weeks. The thyroids 
from these animals were hyperplastic, and their iodide 
level relative to that in the blood can be presumed 
to be greater than that of normal thyroids by a factor 


1. Gross, J., Leblond, C. P. Endocrinology, 1951, 48, 714. 
2. Stowell, R. FE. Stain Technology, 1951, 26, 105. 


| 
| 
| 


THE LANCET] 


of about 10. This enabled autoradiographs to be made 
which showed a sharp contrast between the thyroid and 
the surrounding tissues. 

Attempts were made to stain the sections as they lay 
on the photographic plate after exposure and develop- 
ment; but, as any staining method involves rehydra- 
tion, the configuration of the tissue was necessarily 
altered and the results were not satisfactory. The tissue 
was therefore examined by phase-contrast microscopy ; 
since this involved removal of the wax with xylol, 
the tissue may have been somewhat distorted in this 
case also. 

An autoradiograph of a section of rat’s thyroid con- 
taining only radioactive iodide is shown in the accom- 
panying illustration. It will be seen that the radio- 
activity is mostly in clumps. Examination by phase- 
contrast microscopy (with the sections in place) and 
inspection of stained adjacent sections showed that the 
radioactive areas corresponded in position with acini ; 
as with conventional autoradiography of the thyroid, 
some acini were apparently inactive at the time of 
examination. It seems that iodide is present either 
in the colloid alone or in both cells and colloid; the 
definition of the radioactive areas is not sharp enough to 
distinguish between the two possibilities. If radio- 
activity were present in the cells but not in the colloid, the 
blackening on the autoradiographs would occur in rings ; 
these, however, have not been seen. It therefore appears 
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that the greater part of the concentrated iodide is 
rapidly passed into the colloid. 

In one rat an autoradiograph was prepared of the 
submaxillary salivary gland as well as of the thyroid. 
This showed no localised radioactivity, even after 
exposure for a month. Since salivary glands can con- 
centrate iodide from the blood to about the same degree 
as the thyroid, it seems that in this instance the iodide 
had passed with great rapidity into the saliva and had 
not remained concentrated within the cells. Our observa- 
tions would be compatible with the hypothesis that in 
the thyroid also iodide passes rapidly through the 
secreting cells into the secretion (in this case the colloid). 

These conclusions do not necessarily apply to the 
thyroid glands of untreated rats; in such animals, 
however, the demonstration of radioactivity from 
181 jodide is very difficult, and it has not yet been found 
possible to get good autoradiographs. 

The early part of this work was done with Dr. Jack Gross. 
We wish to thank Mr. M. R. Young for many helpful sugges- 
tions and for the autoradiographs and photomicrographs ; 
we also thank Mr. A. Brownstone for the preparation of the 
tissue and Mr. F. Higginson for cutting the sections. 

RosauinD Pirr-Rivers 
M.Sc., Ph.D. Lond. 


W.. R. TroTrer* 
National Institute for Medical 
Research, Mill Hill, London D.M. Oxfd, M.R.C.P. 


*In receipt of a grant from the Sir Hathkey Stewart Trust. 


Reviews of Books 


Clinical Endocrinology 
ALLAN W. SPENCE, M.A., M.D. Camb., F.R.C.P., physician, 


St. Bartholomew’s Hospital, London. London: Cassell. 
1953. Pp. 696. 50s. 


In recent years there has been a rapid growth ‘in 
understanding of endocrine diseases, and a spread of 
interest in them—partly evoked by the dramatic and 
unexpected effects of giving cortisone in a number of 
ill-understood diseases. As a result, several new books 
on clinical endocrinology have appeared: some are 
purely clinical, others are texts of applied physiology, 
while one or two from the United States have managed 
to combine the logical and critical approach of the 
investigator with an adequate clinical treatment of the 
subject. The latest British book, by Dr. A. W. Spence, 
is addressed to the general physician and to those aspiring 
to become clinical endocrinologists. 

Dr. Spence has made a serious attempt to provide the 
needed physiological background, but the clarity and 
the interest of the clinical sections have not thereby 
gained as much as one might have hoped. Albright, in 
his cautionary introduction to the study of endocrinology 
in Cecil’s Textbook of Medicine, laments that, as endocrine 
diseases such as diabetes become understood, they are 
removed to the section on metabolic diseases. Dr. 
Spence leaves diabetes out, perhaps justifiably ; but 
he has not taken full advantage of the metabolic 
aspects of other endocrine conditions when explaining 
them, or when giving guidance on their management. 
Thus, for the diagnosis of hyperparathyroidism the 
aspirant will need more explicit information than is here 
provided : surely we are not going to turn these problems 
over to another specialist, the chemical pathologist ? 
Many conditions are discussed where there is no evidence 
of a metabolic disturbance and where an endocrine 
origin is doubtful; but this is an advantage, for, as 
Albright pointed out, these patients with the grotesque 
syndromes of medicine are more likely to be referred to 
an endocrinologist than elsewhere. The book is easy to 
read but difficult to learn from, and the reader is some- 
times left with the impression that he is being offered 
collected notes. Occasionally, where the results of a 
treatment are controversial, a more explicit statement of 
Dr. Spence’s own views, based on his exceptional experi- 
ence, would be welcome. The bibliography is extensive 
but hardly goes beyond 1950, and some of the more recent 
advances—such as the réle of cortisone in the treatment 


of hypopituitarism and of adrenogenital virilism—get 
little notice. 

Monographs may have different functions. A few 
bring together a large amount of original work from one 
centre. Others provide a comprehensive review for the 
specialist in the field. Others seek to make a new subject 
easily available to the general reader. In spite of minor 
criticisms we are grateful to Dr. Spence for performing 
this last labour for the subject of clinical endocrinology. 


Food Poisoning and Food Hygiene 


Berry C, Hosss, B.sc., PH.D., DIP. BACT., Food Hygiene 
Laboratory, Central Public Health Laboratory, Colindale. 
London: Edward Arnold. 1953. Pp. 174. 14s. 


WHETHER the increase in notifications of food-poisoning 
from 83 in 1939 to 3347 in 1951 reflects an increased 
number of infections or a greater awareness of them we 
shall never know. One result has been the publication of 
several books on the subject intended for the sanitary 
inspector or other layman whose duties or interests are 
concerned with the prevention of these infections. This 
is one of the best of them, and none the worse for being 
compressed within a small compass. 


Of its two parts the first begins with some elementary bac- 
teriology, clearly expounded, and is supported by good pictures. 
The chapters on épidemiology show an eye for essentials: many 
people who should know better are apt to talk about the risks 
of unwrapped bread on a par with those arising from sausages 
and faggots, but, as Dr. Hobbs points out, more than half 
the outbreaks of food-poisoning in which the cause can be 
traced are due to “‘ made-up ’”’ meat. On the other hand, her 
argument that because 0-4% of 750 unspecified cattle harboured 
species of salmonella, 32,000 out of a cattle population of 
2 million do so, is good arithmetic but pure guesswork. Not 
only is the sample minute, but there is good evidence that the 
distribution of Salmonella dublin, at any rate, is patchy. This 
part of the book ends with the histories of some typical 
outbreaks, which are illustrative and to the point. 

In the second part Dr. Hobbs has had the help of a sanitary 
inspector, Mr. Kluth. It deals with personal hygiene, the 
storage and preservation of food, the cleaning of utensils, 
and the design of kitchens and shops. The chapter on vermin 
discusses not only the lethal agents but some sensible ways 
by which premises may be made as ratproof as possible. All 
this advice is clear and, disregarding cost, could be carried out ; 
though it would have been well to mention certain problems, 
such as a mechanical mixer for sausages containing rusk, which 
are still unsolved. Similarly there are valid objections, hygienic 
or financial, to all the methods of drying the hands which are 
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suggested. The book ends with some pertinent suggestions on 
the education in food hygiene of the public and the trade. 
The dramatic diagrams with which the author underlines her 
words are well known and a selection are printed here. They 
catch both eye and mind. 


If this book has a fault it is that it is based on a 
premise not wholly acceptable. Food-poisoning is not a 
prominent cause of human misery or disability: it is 
annoying and sometimes alarming, but as a cause of 
industrial absenteeism it is a poor also-ran to infections 
of the upper respiratory tract and minor injuries. The 
money available for preventive medicine is limited, and 
it is reasonable to ask that new expenditure on food 
inspection and propaganda should show a _ definite 
return in the form of a reduced incidence of food-pvison- 
ing. For a disease often so trivial and always poorly 
notified this will be hard to demonstrate ; and many of 
the measures advocated in this book would run away with 
a lot of money. A yardstick to measure the success of 
the campaign for clean food is badly needed. 


Thoracic Surgery and Related Pathology 
GustaFr E. Linpskoa, M.D., F.A.c.S., William H. Carmalt 
professor of surgery, Yale University; AVERILL A. 
LIEBOW, M.D., professor of pathology, Yale University. 
New York: Appleton-Century-Crofts. 1953. Pp. 644. 
$15.00. 


THE scope of chest surgery is now so wide that it is 
difficult to design 4 book to cover every aspect. In this 
one the emphasis is on the pathological side, and it 
includes many important anatomical and physiological 
observations. As most books on the subject have dealt 
mainly with surgical technique, it is useful to have this 
different: approach—which does not, of course, exclude 
treatment or the clinical aspects. 


Reproductions of specimens are included: thus under the 
heading of cardiospasm, instead of the numerous line drawings 
of operations so usually found, there are photographs of the 
specimens and photomicrographs of the sections. The section 
on tumours, particularly those of the mediastinum, is well 
written and the short discussion on bronchial adenoma does 
much to put this disputed type of tumour in perspective. 
Pulmonary tuberculosis is discussed extensively but without 
unnecessary detail, and there is a valuable chapter on fungus 
infections—though many of these are not encountered in this 
country. Heart surgery is not ignored. 


Within the limits the authors set themselves, this is 
an admirable contribution. 


Phosphorus Metabolism 
A Symposium on the Réle of Phosphorus inthe Metabolism 
of Plants and Animals. Vol. 2. Editors: W. 
McE.roxy and Brntiry Guass. Baltimore: Johns 
Hopkins. London; Oxford University Press. 1952. 
Pp. 930. 88s. 


A GRovP of American experts on phosphorus metabolism 
met again in June, 1952, at the McCollum-Pratt Institute 
of Johns Hopkins University. This book contains the 
forty or so major papers of their symposium, many of 
them with well over 100 references, and the ensuing 
discussions. 

There is not much of immediate application to clinical 
medicine, although papers on the influence of hormones on 
phosphorus metabolism, and on the phosphate metabolism 
of special tissues—cancer tissue, the skeleton and the nervous 
system—provide links. Most of the papers are highly 
specialised : perhaps the description of phosphorus as a metal 
in one of the discussions is a symptom of over-specialisation. 
There are sections devoted to nucleic acids, to photosynthetic 
and chemo-autotrophic organisms, to the assimilation of 
phosphate, and to the réle of phosphate in the metabolism 
of proteins and lipides. Indeed, though some structural 
elements may not contain phosphorus, even these are nowadays 
regarded as in a state of flux; and dynamic biochemistry 
is coming more and more to look like the chemistry not so 
much of carbon, which is a basic constituent of myriads of 
unphysiological “organic” substances, as of phosphorus. 
Bentley Glass remarks in the summary (which is as valuable 
a feature of this volume as of its predecessor) that some 
future investigator may make a name for himself by discover- 
ing a metabolic system in which phosphorus is not involved. 


The text is well printed, but some of the tables and 
figures have been reduced rather too much in reproducing 
them from typescript. 


Clinical Investigation 
A Manual for Practitioners and Students. E. H. Stokes, 
M.D., CH.M. Sydney, F.R.A.C.P., senior honorary physician, 
Sydney Hospital. Sydney and London: Angus 
Robertson. 1953. Pp. 628. £5 5s. 


THIS book runs along familiar tracks, and Dr. Stokes 
makes no claim to any special originality in his presenta- 
tion of the subject. It is illustrated by many excellent 
photographs and by a few coloured plates. 

History-taking and methods of clinical examination are 
fully described and some references made to more technical 
investigations, such as electrocardiography and radiographic 
and laboratory examinations. In some of his descriptions, the 
author has not attempted to go into details, and such short 
comments as “ one need refer only to the value of the Widal 
test in typhoid fevers’ may leave the reader uncertain of 
what its value really is. Similarly it is sometimes hard to 
discover how significant in practice a particular finding is 
thought to be: the student reader might suppose, for instance, 


that mucous casts of the bowel are often seen in the stools or | 


that the feces in ameebic and bacillary dysentery usually 
look alike. The chapter on errors in diagnosis recapitulates 
well-known physical signs, reviews the value of certain 
pathological procedures, and gives case-histories, with several 
oft-repeated quotations from Osler, Gee, Hutchison, and 
others, ending with that old but rather discouraging friend 
from Hippocrates: “ experience is fallacious and judgment 
difficult.” 


Bibliography of the Writings of Dr. William Harvey 
1573-1657 

2nd ed. GEOFFREY KEYNES, M.A., M.D., D,LITT., F.R.C.P., 

F.R.C.8. Cambridge : University Press. 1953. Pp. 80. 50s. 


TuHIs beautifully produced and illustrated book is a 
revision of the 1927 edition published to commemorate 
the tercentenary of the publication of De Motu Cordis. 
The new edition, which is limited to 750 copies, is more 
complete, but it still takes no notice of Harvey’s works 
in provincial medical libraries, which seems a pity. 

It is curious that one of the most fruitful and important 
books ever written should have been entrusted to a young 
publisher in Frankfort-on-Maine. There were reasons for this, 
but it was an unfortunate choice. The distance from London 
made communication difficult, and it is unlikely that Harvey 
ever saw any proof-sheets of his book. Had they come under 
his eye he would hardly, even in those days, have passed so 
many errors in so few pages. It is probable that he was 
displeased with the first copies that reached him, for he sent off 
to his publisher a list of 126 corrections. This was incorporated 
in a small number of books that had not already been distri- 
buted. Another tragedy was that the greater part of the 
first edition was printed on thin paper of inferior quality which 
has long since turned brown and begun to crumble. Most 
copies of the book are for this reason very unattractive in 
appearance, though there a few printed on a different paper 
of excellent quality. 


Mr. Keynes has written an interesting introduction 
to the volume and to each of the chapters dealing with 
Harvey’s three books. It is a scholarly production by an 
expert who owns 24 copies of Harvey’s works, probably 
the largest privately owned collection in the world. 
Every medical library should possess this edition. 


Manual of Obstetrics (10th ed. London: J. & A. 
Churchill. 1953. Pp. 812. 52s. 6d.).—‘* Eden and Holland ”’ 
has been instructing students in the art and science of mid- 
wifery since 1906. It has seen considerable changes, but, like 
a good doctor, has kept itself up to date. In the preface to 
this new edition Mr. Alan Brews, its present editor, claims 
that it covers the requirements of all examiners in obstetrics 
now extant in this country, no supplementary reading being 
necessary in order to satisfy them ; and that it is also a helpful 
reference work for general-practitioner obstetricians. Its 
honourable age suggests strongly that these claims are reliable. 
It is beautifully written, in short clear expressive sentences ; 
moreover, the text has been fully revised, and X-ray plates 
have replaced many anatomical drawings. 
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Es it’s ‘“‘standing room only” now that 
Y winter is on the way! Subdued coughs and 
strident coughs combine in the Waiting Room 
Symphony. 

- For many, many winters ADEXOLIN prepara- 
tions have been playing a hero’s role in keeping 
down the incidence of infection; and while these 
concentrates of vitamins A & D are perhaps used 
primarily as a preventive measure, they are 


3, 
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valuable, too, in tiding your convalescent patients 
over the period of relapse and complication. 

Newer ally in the winter battle is EsropEN—the 
‘lung selective’ penicillin. It concentrates in the 
inflamed tissues, flooding them with high sus- 
tained levels of the drug. That is why Estopen is 
so successful in halting the insidious progress of 
bronchitis . . . why it so quickly relieves the cough 
and reduces the volume of sputum, 


Vitamin A| Vitamin D| Calcium ESTOPEN — frade mark 
(units) (units) (mg) 8 PENETHAMATE HYDRIODIDE— 

Adexolin Capsules 6000 1000 ax 25, 100, 1000 * LUNG - SELECTIVE * PENICILLIN. 

.(per capsule) 
Vials of 100,000 and 500,000 

12000 2000 $0z,20z,160z.| units; in boxes of ten. 
Adexocal Tablets 

(per tablet) 6000 1000 100 50, 1000 Ned, 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX _ BYRon 3434 
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Elastoplast 
Bandaging 
Technique 


In the treatment of 
varicose ulcers . . . careful 
bandaging is essential 

in order to achieve the 
best results. 

Drawing together of 

ulcer edges by strapping — 
extra pressure by means 

of sponge rubber — 
vertical strips 


and carefully applied 
Elastoplast bandaging are 
some of the important 
points in technique. 


Elastoplast 


TRADE MARK 


POROUS ADHESIVE BANDAGES 


The adhesive mass of Elastoplast is now rendered porous by a special process. 
The bandage with the Porous Adhesive has all the advantages associated with 
Elastoplast — firm adhesion, compression and support — while permitting 
free evaporation of sweat. The price is unchanged. 

When prescribing Elastoplast, add “‘ Porous Adhesive” to your script. 
Full details from Medical Division, T. J. Smith & Nephew Ltd., Hull. 


Outside the British Commonwealth, Elastoplast and Elastocrepe are known as Tensoplast and Tensocrepe respectively. 
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Gout 


THE basic hereditary abnormality which forms 
the background to the clinical phenomena of gout 
remains beyond our therapeutic reach, and treat- 
ment is necessarily directed towards controlling 
acute attacks as they occur, reducing their frequency, 
and limiting the deposition of urate in the tissues. 
In acute gout colchicine remains the standard 
remedy, with corticotrophin (A.C.T.H.) as a use- 
ful alternative, or supplement, and phenylbutazone 
as a promising newcomer. The mechanism of acute 
attacks is obscure and the employment of colchicine 
empirical. Certainly it is difficult to relate these 
explosive inflammatory. episodes to the slow accumula- 
tion in the tissues of urate—a substance not 
demonstrably capable of inducing so sharp a reaction. 
In practice, however, measures which reduce the 
precipitation of urate do apparently lessen the 
frequency of attacks, and there is little reason to 
doubt that the crippling arthritis which may dominate 
the later picture can be attributed to a slow reaction 
to urate deposited in and around the joints. It has 
long been the aim of treatment in chronic gout to 
decrease uric-acid formation, notably by adjusting 
the diet, and to enhance its excretion by the kidneys, 
but the practical value of these measures has remained 
in considerable doubt. Not many years ago, in 
fact, BaveR and KLEMPERER! expressed the view 
that interval treatment had been disappointing 
and that no pertinent evidence existed for the ability 


of diet or drugs, or a combination of both, to alter. 


the clinical course of the disease or even to reduce 
the number of acute attacks. Recent experiences 
with old as well as new drugs have justified the 
happier conclusion that careful and long-continued 
treatment in the chronic stage can produce worth- 
while results. Clinical observations of the effects 
of treatment have been usefully supplemented 
by new methods of measuring the biochemical 
changes. In addition to measurements of the con- 
centration of uric acid in the blood and urine, it is 
now possible, by injecting a small dose of uric acid 
labelled with a radioactive isotope, to calculate the 
size of the metabolic pool of uric acid in the body 
and the proportion replaced each day. In normal 
individuals this ‘‘ miscible pool ” of uric acid amounts 
to about a gramme and the daily rate of turnover 
to between 50 and 75°%,.2 In gout the pool may be 
flooded to as much as 30 g.,3 and there is reason to 
believe that it may include some urate already 
deposited in the superficial layers of tophi as well 
as that held in solution in the body water.” If this is 
true, depletion of the expanded pool should bring 
some of the precipitated urate back into solution, 


1. Bauer, W., Klemperer, F. New Engl. .J. Med. 1944, 231, 681. : 

2. Benedict, J. D., Forsham, P. H., Stetten, DeW. jun. J. biol. 
Chem. 1949, 181, 183. . 

3. Benedict, J. D., Forsham, P. H., Roche, M., Soloway, 5%., 
Stetten, DeW. jun. J. clin. Invest. 1950, 29, 1104. 


and the indications are that potent uricosuric drugs 
can in fact accomplish this. 

It is generally believed that nearly all the plasma- 
urate is in filtrable form and that the amount filtered 
at the glomeruli is the product of filtration-rate and 
plasma-urate concentration.£ Normally over 90% 
of the urate is reabsorbed in the tubules, and the 
uricosuric drugs are believed to act by blocking this 
process. Among such drugs the choice for long- 
term use in gout lies at present between salicylate 
and probenecid (* Benemid ’), which is p-(di-n-propyl- 
sulphamyl)-benzoic acid ; cincophen is less effective 
and rather toxic for lengthy treatment, and cortico- 
trophin is more appropriately reserved for acute 
attacks. Phenylbutazone appears to lower the level 
of uric acid in the plasma, but reports on its effect on 
renal excretion are conflicting.® ® Salicylate has been 
used in gout for a great many years, but a detailed 
study by Marson’ has lately helped to establish 
it more firmly in its rightful place in the manage- 
ment of the disease. Sodium salicylate, with an equal 
amount of sodium bicarbonate, was given in a daily 
dosage of 60-140 g.; 28 patients were treated, 
14 for periods. exceeding a year, and in all but 1 
(the only patient with severe renal impairment) 
the plasma level of uric acid was reduced and main- 
tained at normal throughout treatment. Relief 
from pain and stiffness in the joints became apparent 
after periods ranging from days to many months, and 
20 patients eventually became entirely free from 
continuous joint symptoms. Tophi disappeared in 
2 cases and tophaceous ulceration (present in 4 
patients) healed in 3. No tophi increased in size 
during treatment and _ radiological abnormalities 
either remained stationary or regressed. Acute 
attacks seemed to diminish in frequency and severity. 
The correct use of salicylate is of prime importance 
and Marson’s good results were achieved by con- 
tinuous treatment and by adjusting the dose so as to 
maintain a normal level of uric acid in the plasma 
without producing serious toxic reactions—an 
objective which others have found difficult to achieve. 
At lower dosage levels uric-acid excretion is unchanged 
or even reduced.® In cases treated with acetylsalicylic 
acid BavER and KLEMPERER ! found that the control 
of the uric acid level was lost after about three months’ 
treatment, but Marson did not encounter this 
difficulty. BrNnrpictT and her colleagues?* were able 
“to reduce the miscible pool in one of their patients 
from 31 to 2 g. with acetylsalicylic acid, but Marson 
found this drug less effective than salicylate. 

Similar beneficial effects, with extensive, if slow, 
mobilisation of tophaceous deposits, have been 
reported in cases treated for long periods with 
probenecid *" a substance originally introduced 
as a means of delaying the excretion of p-amino- 
benzoic acid or penicillin.’ As with salicylates, treat- 
ment is unsuccessful when renal function is impaired. 


4. Berliner, R. W., Hilton, J. G., Yii, T. F., Kennedy, T. J. jun. 
Ibid, p. 396. 

5. Kidd, E. G., Boyce, K. C., Freyberg, R. H. Ann. rheum. Dis. 
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10. Paseale, L. R., Dubin, A., Hoffman, W.S. J. Amer. med. Ass. 

1952, 149, 1188, 
11. Gutman, A: B., Yi. T. F. Amer. J. Med. 1952, 13, 744. 
12. Boger, W. P., Beatty, J. O., Pitis, F. W., Flippin, H. F. 


Ann, 
intern. Med. 1950, 33, 18. 


ae 
- 
a 
| 


922 THE LANCET] 


LEADING ARTICLES 


{ocr. 31, 1953 


The final choice between salicylate and probenecid 
is likely to rest on a comparison of their toxicity. 
In Marson’s patients salicylism, as might be expected, 
was common in the early stages of treatment, but 
only occasional and mild after a month ; treatment 
had to be stopped on only 2 occasions. Probenecid 
rather commonly produces mild nausea and anorexia 
and appears to increase the frequency of acute attacks 
during the early weeks of treatment. The high content 
of urate in the urine may lead to the formation of 
crystals and to colic or hematuria, but this difficulty 
should be avoided if a high fluid intake and an 
alkaline urine are maintained. GuTMAN and YU" 
encountered allergic reactions calling for the with- 
drawal of treatment in 2 out of 40 patients treated 
with probenecid. In a report to the American 
Rheumatism Association last year TALBOTT and his 
colleagues }° described a series of cases treated with 
probenecid for periods ranging up to two years in 
which the incidence of undesirable side-effects was 
‘clinically unimportant’; and Marson may have 
been unfortunate in having 2 serious sensitivity 
reactions among 5 cases treated with the drug. 
Probenecid is, however, still a relatively unknown 
quantity in comparison with salicylate, and judgment 
should be reserved. No compromise is possible, for 
when salicylate and probenecid are given together 
their uricosuric activities are reciprocally inhibited. 
In contrast to an increased appreciation of the 
value of uricosuric drugs, less store is now set by 
dietetic adjustment. This is certainly true in the 
case of dietary purines, for theoretical considerations 
as well as direct experiments have cast serious doubts 
on the value of restricting their intake.. Available 
knowledge about uric-acid metabolism in man, some 
of it contributed by recent experiments with radio- 
active tracers, has been summarised by SHEMIN.!4 
Uric acid is derived normally from exogenous and 
endogenous sources in almost equal proportions ; 
glycine and ammonia contribute nitrogen to its 
formation and the carbon atoms are derived from 
formate, glycine, and carbon dioxide. In addition 
to purines, therefore, the dietary carbohydrates, 
fats, and protein are all potential precursors of uric 
acid. Endogenous uric acid is believed to be derived 
from the breakdown of cellular nucleoproteins, 
especially from the extruded nuclei of normoblasts,!® 
and it is unlikely that its formation could be reduced, 
at any rate for more than a short time. 
that variations in purine intake can produce measur- 
able biochemical effects, and Marson confirmed 
that a change from a low to a high purine diet 
increased the concentrations of both plasma and 
urinary uric acid ; but the increases were small and 
it seemed unlikely that a purine-free diet could 
materially alter the clinical course of gout. Protein 
consumption may be more important. BrEN and his 
colleagues have established that a high-protein 
diet accelerates uric-acid synthesis, and GUTMAN and 
YU !? found that this effect was sufficient to reverse 
the negative urate balance induced by probenecid. 
Imposition of irksome dietary restrictions in the 
13. Talbott, J. H., Loc B. M., Bishop, C. 
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It is true” 


absence of clear proof of their value is hard to justify 
and on present evidence the best advice to the gouty 
patient may simply be to moderate his protein intake 
and avoid gluttony. The basis for any advice about 
alcohol consumption must still be clinical experience, 
which favours some restriction, rather than controlled 
experiments, 


Blood Formation and Vitamin C 


ViTaMIN C (ascorbic acid) is commonly supposed 
to be important for proper blood formation, but 
unequivocal evidence has been lacking. In 1940 
CRANDON et al.! observed the effect on a normal adult 
of a diet devoid of vitamin C but adequate in all other 
respects ; after six months many features of scurvy 
had appeared, but anzmia was not one of these and 
even venesection totalling 6 litres failed to provoke it. 
Nevertheless anzmia is a recognised symptom of 
clinical scurvy, and it is often much more severe 
than can be accounted for by hemorrhage. In 1943 
IsrakLs ? found in 3 cases of clinically severe scurvy 
that the bone-marrow showed diminished or normal 
cellularity, with depression of erythroblasts in 2 ; 
treatment with ascorbic acid alone caused a sharp 
increase in the normoblasts in the marrow and the 
anemia disappeared. A year later McMILLAN and 
Inauis 3 described a series of 53 cases of clinical scurvy 
admitted to an Edinburgh general hospital. Of these 
patients 22 had anzmia classed as moderate or severe ; 
of the 6 in whom the bone-marrow was examined, 
erythropoiesis was normoblastic in 3, normoblastic 
with a few megaloblasts present in 2, and megalo- 
blastic in 1. The patient with megaloblastic marrow 
had achlorhydria, but his anemia responded to 
treatment with vitamin C alone. McMi~ian and 
INGLIs noted that patients could have severe clinical 
scurvy but no anemia ; and that of patients kept on 


‘a diet deficient in vitamin C but otherwise adequate, 


some who were anemic showed some regeneration of 
hzmoglobin and red cells, whereas in others the anemia 
could not be relieved until vitamin C was given. They 
concluded that vitamin C was only one of several 
factors responsible for the anzmia. VILTER et al.‘ in 
Cincinnati investigated the bone-marrow changes in 
11 scorbutic patients. The marrow was moderately 
hypercellular in 5, normal in 5, and moderately 
hypocellular in 1; erythropoiesis was normoblastic 
in all except 1—a severely anzmic patient in whose 
marrow 11% of megaloblasts were found. The 
marrow seemed less cellular than would be expected 
if simple blood loss had produced anzmia of compar- 
able degree. These patients had diets that were 
deficient in vitamin-B complex as well as in vitamin C ; 
but some recovered when given vitamin C alone. 
VILTER et al. also noted that scorbutic patients were 
not necessarily anzmic, and suggested that patients 
with severe vitamin-C depletion might remain free of 
anemia until additional strain was placed %n the 
marrow by a deficiency of extrinsic factor, protein, 
iron, or other factors necessary for normal hemo- 
poiesis ; but such deficiency might not be serious 
enough to prevent remission when large amounts of 
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vitamin C were given. ,In 1947 Cartwricut ® 
reviewed published reports, but declined to draw any 
dogmatic conclusions, because clinical scurvy is so 
often complicated by multiple deficiencies, by infec! 
tions, and by the effects of hemorrhages. Consequently 
it cannot be expected that the blood or bone-marrow 


changes will be uniform or that therapeutic responses+« 


will be comparable. 

BRONTE-STEWART,® working in Cape Town, has 
studied a group of cases of scurvy in local Bantu 
workers. This scurvy is nearly always due to a pure 
vitamin-C deficiency caused by the social and dietary 
habits of these people. The rural Bantus, it seems, 
come to town with the intention of earning money 
quickly to buy cattle, usually for the traditional 
marriage fee. They practise strict economy, limiting 
themselves to the cheapest food with the greatest 
bulk. This diet consists of mealie-meal (maize) 
porridge without milk or sugar, “‘ stamped ”’ mealies, 
bread without butter or jam, and black tea or coffee. 
The vitamin-C content of such a diet is usually nil, 
and any that is present is destroyed by over-cooking 
the food in an iron pot over a wood fire. The diet 
provides an average daily intake of 1850 calories and 
contains 60 g. protein, 20 g. fat, 356 g. carbohydrate, 
22 mg. iron, 1-2 mg. aneurine, 0-65 mg. riboflavine, 
15 mg. nicotinic acid, and no vitamin C. A series of 
32 adult Bantus with scurvy were admitted to a 
Cape Town hospital between 1946 and 1950 and were 
fully studied ; 26 of them were anzmic (with packed- 
cell volume less than 40°%), and in most the anzmia 
was severe—the lowest blood-count was 800,000 red 
cells per c.mm. with 4 g. hemoglobin per 100 ml. 
and packed-cell volume 8°%—and the anzmia was 
roughly proportional to the severity of the scurvy 
and the time the patients had been without vitamin C. 
The red cells were mostly normochromic ; in severe 
cases there was some macrocytosis. The bone- 
marrow was investigated in 13 patients, and except in 
the 3 least anzmic patients the picture was of greatly 
increased cellularity—the more severe the anemia 
the greater the hypercellularity and the more primitive 
the predominant cell. A megaloblastic marrow pic- 
ture was found in | severely anzmic patient ; some 
probable megaloblasts were seen in others. Some of 
the patients were kept on a diet resembling that which 
had caused their scurvy. Treatment with iron, 
folic acid, and vitamin B,, had no effect on the anzmia 
or the bone-marrow. 

Administration of ascorbic acid restored the bone- 
marrow picture to normal in two weeks, and it 
seemed to make no difference whether or not iron, 
folic acid, or vitamin B,, had been given before. 
In fact all the 26 anemic patients responded rapidly 
and completely to synthetic ascorbic acid, and 
in the severely anemic patients there was a 
reticulocytosis reaching a peak on the fifth to 
sixth day. In 12 patients the ascorbic acid was 
the only supplement added to their usual diet ; 
the others had a full mixed hospital diet and ascorbic 
acid, but no added hematinics. In the anzemia of 
scurvy increased fecal excretion of urobilinogen 
has been thought to indicate a hemolytic element ; 
but BRonTE-STEWART correlates this with the presence 
of hematomas. The presence of a low plasma-iron 


5. Cartwright, G. E. Blood, 1947, 2, 111. 
6. Bronte-Stewart, B. Quart. J. Med. 1953, 22, 309. 


also seems to be related to hematoma formation. 
Rest in bed nearly always causes some improvement 
at first, presumably because of the patient’s lowered 
metabolism. BrontTEe-STEWART concludes that this 
anemia is due to deficiency of ascorbic acid alone. 
It is noteworthy that megaloblastic erythropoiesis 
has been reported in very anemic patients, and that a 
normoblastic picture was restored when vitamin C 
was given. PROEHL and May?’ have produced a 
similar state with experimental scurvy in monkeys, 
megaloblastic anemia appearing when the anemia 
of scurvy became really severe. This anemia, 
however, responded to folic acid—probably because 
the diet given to the monkeys was deficient in folic 
acid as well as in ascorbic acid. 

Thus good evidence has been provided that if the 
diet is deficient in ascorbic acid for long enough, 
anemia will result. Slight deficiency of ascorbic 
acid is common enough, and cases of true scurvy still 
turn up—especially in old people living alone—as Dr. 
Fup and Dr. Rosrnson § made clear in their article 
last week. Clearly if this deficiency is unrecognised 
and untreated the anemia may resist the usual 
hematinics. It is good to know, too, that the habit 
of prescribing iron and vitamin C together has some 
scientific support. > 


Annotations 


FOOD AND AGRICULTURE 


Soon after the United Nations had established the 
Food and Agriculture Organisation, Low succinctly set 
out in the Evening Standard the fundamental problem 
before the organisation. His cartoon showed on the right 
an American farmer standing up to his waist in wheat 
and scratching his head while trying to read a textbook 
on economics. On the left an emaciated Asiatic sat 
cross-legged in a bare field with mouth wide open : 
below him were the words ** No dollars.’’ In the middle 
Lord Boyd-Orr, harassed and in his shirt-sleeves, was 
measuring the gap between the two men. Norris E. 
Dodd, who has followed Boyd-Orr as director of F.A.0O., 
is in no better position. His latest report ® shows the 
huge gap between surplus and scarcity which trade does 
not fill. ‘In 1952-53, owing to good harvests, world food- 
production, which has’ been increasing by more than 2% 
annually, outpaced slightly the growth of population ; 
and both agricultural and food production have now 
regained the pre-war level. But this is an over-all picture, 
taking no account of the differences between various 
regions; the average figure conceals the real problem. 
North America’s food-production is increasing much 
more rapidly than the population grows ; whereas in the 
Far East the people continue to multiply and outstrip 
their food-supplies. There food-production per caput 
is 20% below the miserable pre-war level (this figure 
excludes China for which no data are available). The 
critical reader may question the accuracy of the basic 
data from which these conclusions are drawn; for in 
many countries agricultural and population statistics 
are necessarily very incomplete. In figures for individual 
countries the margin of error may be high; but the 
experienced staff who collate the data can usually pick 
out obvious discrepancies, and the data from the regions 
are so many and so uniform that the widening gap between 
scarcity and surplus is indisputable. 
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No imagination is needed to picture the human misery 
from continuing searcity, but surplus also brings its 
troubles. In the United States farm prices fell by 11% 
in 1952-53 and in Canada by 10%, despite widespread 
schemes to support prices, especially in the United 
States. In Western Europe the decline in agricultural 
wholesale prices was usually of the order of 5%. Thus 
in general there is no financial incentive in countries with 
a well-developed agriculture for the farmers to improve 
their methods and expand their production. (This applies 
particularly to the good farmer.) But in these last years 
harvests have been heavy ; and inevitably after the fat 
kine come the lean kine. Mr. Dodd is a Joseph who 
forecasts the future, but the world has no Pharaoh, who 
can order: ‘‘ Let them gather all the food of those good 
years that come, and lay up corn under the hand of 
Pharaoh, and iet them keep food in the cities. And that 
food shall be for store to the land against the seven years 
of famine.’’ Our tragedy is that for farmers in North 
America, and to a lesser extent in Western Europe, a 
good harvest is a misfortune. We can neither distribute 
their surplus to the needy nor store it against an uncertain 
future. From the time of the Pharaohs until the 
Industrial Revolution, everywhere a good harvest was a 
blessing to all. The juxtaposition of unsaleable surpluses 
and destitution is a modern phenomenon ; at present we 
lack the social mechanism for utilising the blessing which 
a good harvest should bring to all. 

Only a United Nations with real authority can under- 
take the task of providing a stable agriculture and 
insuring against the tragedy of famine. F.A.O. and other 
specialised United Nations agencies, as at present con- 
stituted, can do no more than collect information and 
give advice. It can neither cultivate the land nor 
distribute its produce. Lord Boyd-Orr’s plan in 1945 fora 
World Food Council with power to buy up and store 
agriculture surpluses has never come to fruition. Such an 
organisation would be of immense value today. Our 
present necessity has been clearly stated by President 
Eisenhower in an address to the American Society of 
Newspaper Editors last April. ‘‘ If real peace could be 
established a new kind of war would be declared—total 
war, not upon any human enemy, but upon the brute 
forces of poverty and need. The peace we seek, founded 
upon decent trust and coéperative effort amongst nations, 
‘an be fortified, not by weapons of war, but by wheat 
and cotton ; by milk and wool; by meat and by timber 
and by rice. These are words that translate into every 
language.” 

FROZEN SEMEN 


In’'1866 Montegazza? noted the survival of human 
spermatozoa after exposure to a temperature of — 15°C. 
He shrewdly forecast the ultimate application of this 
observation in the breeding of livestock, and he went on 
to suggest that the storage of human semen might one 
day enable a man to beget a child after his own death. 
The possibilities of storing frozen semen have since been 
examined in detail, but substantial progress proved 
impossible until Polge et al.,? in 1949, found that the use 
of glycerol as a protective agent increased the survival 
of spermatozoa after freezing. But, as Parkes * pointed 
out, the vital question was whether freezing affected the 
power of the spermatozoon to fertilise the ovum and 
bring about normal development. After early diffi- 
culties had been overcome, animal insemination with 
stored semen was successful, and completely normal 
offspring have been raised. The story was taken a 
stage further last week when Bunge and Sherman 
reported 4 from Iowa that 3 women have been fertilised 
1. Montegazza, P. R. C. Ist. lombardo, 1866, 3, 183. 
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by insemination with frozen semen. They do not say 
for how long the semen had been stored. The pregnancies 
are proceeding normally, but final conclusions from the 
experiment must await the birth of the children. There 
is thus little doubt of the ability of glycerol-treated, 
frozen, and thawed semen to fertilise the human ovum ; 
and it is likely that Montegazza’s suggestion of nearly a 
hundred years ago, with all the controversial legal and 
moral issues that it raises, will soon become practicable. 


MASSIVE RESECTION OF THE LIVER 

THE liver apparently has a greater capacity than any 
other organ for regeneration after injury or partia 
resection. It has been shown, for example, that after 
removal from a healthy animal of 70% of the liver, the 
cells of the remainder proliferate until, within the 
amazingly short period of 2-3 weeks, this has attained 
or even surpassed the original size of the intact liver.’ ? 
Moreover, by repeated resections a total bulk of hepatic 
tissue may be removed that is greater than the original 
weight of the whole liver, while the final weight of the 
regenerated organ may nevertheless equal, or even 
exceed, that of a normal liver. 

In view of this remarkable property, it may seem 
surprising that partial hepatectomy has so rarely been 
done in man, even though localised lesions presumably 
amenable to local excision are quite common. Two main 
difficulties have deterred surgeons. The first is that of 
controlling hemorrhage from the large raw surface after 
hepatic lobectomy. The second is that of making the 
diagnosis while the lesion is still operable. Improved 
techniques for control of oozing, such as the application 
of sheets of gelatin foam, have greatly reduced the risk 
of hemorrhage. The diagnostic difficulty, however, 
remains, especially in cases of metastatic carcinoma from 
an Otherwise operable lesion ; even at laparotomy it is 
impossible to be certain that a visible tumour mass is 
the sole lesion, and that others are not buried too deeply 
to be recognised by palpation—though in this event, 
since death within a few months is inevitable, little is 
lost by removing only the area with visible metastases. 

Hitherto most reports of partial hepatectomy have 
described removal of the left lobe,3-> but Quattelbaum ® 
has shown convincingly that it is feasible to resect the 
much larger right lobe. Of his three cases the first was in a 
woman of 65 with a primary carcinoma of bile-duct type 
that had been present for at least six months ; it occupied 
almost the whole of the right lobe, which was resected 
together with the caudate lobe and gall-bladder. Ten 
months later the patient was doing housework and showed 
no evidence of recurrence, and liver and renal function tests 
were normal. In the second case there was a metastasis the 
size of a tennis-ball in the right lobe of the liver, secondary 
to a carcinoma of the body of the pancreas. Owing to 
very severe intractable pain, both the primary and 
secondary tumours were removed; and this involved 
right hepatic lobectomy. Despite this extensive operation 
convalescence was rapid, and the patient was discharged 
‘‘on the 13th post-operative day, free from pain and in 
good condition.’’ In the third case the patient had an 
extensive hemangioma, involving the right lobe of the 
liver, which had been controlled for eight years by deep 
X-ray therapy. Two years after the removal of the lobe it 
was noticed, during a laparotomy for obstructive jaundice, 
that, as in experimental animals, the right lobe had not 
regenerated, but the left lobe was considerably enlarged 
and rounded. 

From this and other published reports, it would seem 
that partial hepatectomy is well within the scope of any 
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competent abdominal surgeon. The proportion of hepatic 
tissue that may be safely removed on any one occasion 
certainly exceeds half, and may even be three-quarters. 
It is essential, however, to ensure that the surviving 
remnant is healthy and has an adequate circulation,’ 
for otherwise regeneration does not take place. Thus any 
large resection for malignant hepatoma arising in a 
cirrhotic liver will probably result in death from hepatic 
insufficiency. 
OUR NEWEST COLLEGE 

OveR a hundred years ago the notion of a college 
of general practitioners was launched, and an association 
was formed to fit it out; but such were the blunders 
of the permanent committee appointed that it suffered 
untimely shipwreck. The steering committee responsible 
for guiding the course of the new College of General 
Practitioners have proved themselves more accom- 
plished navigators, and the first annual report of the 
college tells an encouraging story. Applications for 
foundation membership were invited on Jan. 1 of this 
year. Within three weeks 1077 members and 142 
associates had enrolled, and the college had over £11,000 
in funds. By the end of six months the membership 
had almost doubled itself, and there were 130 overseas 
members. 

The foundation council—with Dr. G. F. Abercrombie 
as chairman, and Dr. John Hunt as honorary secretary— 
agreed with the steering committee (from whom they 
took over) that the college ought not to be medico- 
political, and that any political problems it might 
encounter should be referred to the appropriate com- 
mittee of the British Medical Association. They also 
determined that the college shall not interfere with the 
work of other medical organisations, but will interest 
itself in the academic aspects of general practice— 
that is, in research, and in undergraduate and post- 
graduate education. In some matters—such as those 
concerned with group practice, the encouragement of 
closer ties between general practitioners and hospitals, 
and the provision of adequate diagnostic facilities for 
all family doctors—the college will work in close associa- 
tion with the B.M.A. 

The committee on undergraduate education, with 
Dr. G. O. Barber as chairman, has ascertained that only 
9 of the 28 medical schools in Great Britain have courses 
of lectures given by general practitioners, and only 2 
have a general-practitioner teaching unit. The students 
of 14 schools visit practitioners in their consulting-rooms 
and on their rounds; but those of only one school go 
and stay with a practitioner for a week. The com- 
mittee recommend—and we warmly support them ® 
—that all medical students should be given insight into 
general practice by general practitioners, and prac- 
titioners who wish to coéperate should notify either 
the college or the dean of a medical school. 

The research committee, with Dr. R. J. F. H. Pinsent 
as chairman, foresee good prospects for research in general 
practice, and suggest that three types of doctors may 
wish to take part in it: the independent worker with an 
objective (such as a thesis for a doctorate) ; the worker 
who shares a common interest with others, widely 
scattered over the country; and the doctor who is 
willing to collect information for analysis and study. 
The college may provide an advisory panel to help 
doctors of the first type to choose their subjects or to 
present them for publication. The second type of 
doctor might, through the research committee, be put 
in touch with others sharing his interest, so that study 
groups could be formed. These would work in their 
own way, but could have advice from the college if 
they wanted it. Doctors of the third type could give 
invaluable help with research projects initiated by the 
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college ; these would all be concerned with subjects of 
value to general practice, and would be published as the 
work of a college group. Meanwhile, the research 
committee is publishing a Research Newsletter which will 
keep interested members in touch with one another 
and with the committee’s work. <A research register 
is maintained at the college in which members’ interests 
are recorded ; and the appointment of a research member 
to each of the regional faculties of the college means 
that a general-practitioner research network will be 
maintained over the whole country. Moreover, the 
Medical Research Council has set up a working party 
on which members of the college are serving, to investigate 
the possibilities of general-practitioner research. 

The committee on postgraduate education, with 
Dr. J. D. Simpson as chairman, hope to help in training 
qualified doctors for a career in general practice, to 
enable doctors to continue their education throughout 
their career, to encourage them to follow any special 
bent, and to provide a centre where they can meet to 
exchange views and discuss difficulties. It has already 
been agreed that every foundation member of the college 
of less than twenty years’ standing in practice, and with- 
out a higher degree, should accept fifteen hours’ post- 
graduate instruction every year or a week every two years. 


POLIOMYELITIS AND TONSILLECTOMY 

Ar the Royal Society of Medicine on Oct. 16, Prof. 
H. C, A. Lassen and Dr. J. R. Ibsen gave a first-hand 
account of the 1952 outbreak of poliomyelitis in Copen- 
hagen. Most of what they had to say concerned 
the tremendous treatment. problem which was tackled 
at the Blegdam Hospital where in less than six months 
over three hundred patients were admitted in need of 
special measures, such as tracheotomy and assisted 
respiration, by reason of bulbar or other paralysis.? 2 
Professor Lassen and his colleague were enthusiastically 
acclaimed by their British audience as the leaders of a 
therapeutic triumph in the face of great difficulties. 

In the course of this outbreak 2722 cases of polio- 
myelitis were notified from among a population of 
approximately 1,200,000. Notwithstanding the burden 
of work and the anxietiessof those called on to deal with 
the large number of patients, time was found to carry 
out a controlled epidemiological investigation. Approxi- 
mately every seventh notified case was matched with a 
control of the same age, sex, and occupation living in the 
same locality. - Various factors believed to be important 
in the spread of poliomyelitis were recorded in cases and 
controls. Professor Lassen said that the most important 
finding in this investigation concerned the history of 
previous contact with cases of poliomyelitis or of ‘‘ minor 
illness ’’—by which was meant an illness resembling 
poliomyelitis but not sufficiently characteristic to be 
notified as such. Nearly 30% of the investigated cases 
were classified as poliomyelitis contacts, compared with 
only 5% of the controls. Moreover, previous. contact 
either with poliomyelitis or with ‘‘ minor illness ’’? was 
discovered in over 60% of the poliomyelitis cases but in 
only 10% of the controls. 

This study leads, like an earlier one of the subsequent 
history of contacts of sporadic cases in Chicago,’ to the 
conclusion that personal contact is an important factor 
in the spread of poliomyelitis. 

Southcott,4 who has made a retrospective survey 
of the 1947-48 outbreak in South Australia, finds that 
in 35 out of 39 cases of bulbar poliomyelitis the patient 
had been tonsillectomised. This was a higher propor- 
tion than might have been expected from a random 
group. In only 1 of the bulbar cases, however, had the 
operation been done during the current period of 


1. See Lassen, H. C. A. Lancet, 1953, i, 37. 

2. See Pallis, C. A. Ibid, Oct. 3, 1953, p. 726. 

3. Casey, A. E., Fishbein, W. I., Bundesen, H. N. 
Ass. 1945, 129, 1141. 

4. Southcott, R. V. Med. J. Aust. 1953, ii, 281. 
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had preceded poliomyelitis by more than five years. 
Nevertheless Southecott believes on statistical grounds 
that the two events were associated, and that a child 
whose tonsils are removed at the usual age of 5-7 years 
suffers trauma to the nerves of the pbarynx which 
increases susceptibility to bulbar poliomyelitis (but not 
to other forms) for at least ten years. 

If this finding is confirmed, we shall have to regard 
bulbar poliomyelitis as a long-term as well as a short- 
term risk after tonsillectomy ; and the indications for 
this very common operation may have to be revised. 
Professor Lassen did not say whether the epidemiological 
investigation of the Copenhagen outbreak had been 
designed to examine the possible long-term association 
of tonsillectomy with bulbar poliomyelitis. The number 
of such cases surveyed by the Danish workers must be 
among the largest ever studied in a single locality ; and 
this Danish outbreak seems to offer an excellent oppor- 
tunity for confirming Southcott’s findings in Australia. 


TATTOOS 


Tue earliest evidence of tattooing comes from the skin 
of Egyptian mummies dating back to 2000 B.c. Practised 
by the ancient Britons, it was forbidden in A.D. 787 by a 
Council of Churches which met in Northumberland. It 
was rediscovered by Europeans on the voyages of dis- 
covery ; Captain Cook reported of the Tahitians that 
** Both sexes paint their Bodys, ‘ Tattow’ as it is called in 
their language. This is done by inlaying the colour of Black 
under their skins in such a manner as to be indelible.” 

Why in other civilisations do some men have their skin 
tattooed whereas women rarely do so? According to 
Ebensten,! tattooing is a symbol of maturity within the 
group—whether of soldiers, seamen, or less reputable 
bodies snch as criminals—and the emulation of tattooed 
seniors helps to boost self-esteem and prestige within 
the group. But there are sometimes other reasons. 
Warlike symbols may help to mask timidity, pious 
symbols to mask depravity, and the nude female form to 
mask homosexual trends. The painful tattooing process 
may relieve masochistic urges: in some countries 
tattooing is done mainly by women. Little wonder, then, 
that past generations of medical students were often 
taught that the tattooing indicated an_ increased 
probability of syphilis. In primitive societies, tattoo 
marks have been applied to aid identification in the 
after-life. | More complex societies have used them to 
identify prisoners, and to show the blood-group of an 
individual should he become a casualty. Sometimes 
tattooing is used cosmetically—for instance to camou- 
flage nevus flammeus.? Accidental tattooing may occur 
from firework accidents, sometimes in their home manu- 
facture ; miners are commonly tattooed with coal-dust 
from superficial injuries; and road accidents on tar- 
macadam surfaces may also result in widespread tattooing 
of the skin. 

Nowadays tattooing is usually done with electric 
tattooers—-one for each colour. The designs, highly 
traditional and stereotyped, are executed freehand or 
through thin paper patterns. The colours are usually 
blue-black and red. According to Rostenberg et al.* the 
black (showing through the skin as blue-black) is usually 
carbon, iron oxide, or logwood: the red, cinnabar 
(mercuric sulphide), cadmium selenide, or sienna. 
Ebensten states that the black may be lamp-black, 
indigo, chinese ink, gunpowder, animal! or vegetable ash, 
soot, coal-dust, or even the deposit from a pipe bowl. 
In addition to black and red, other colours are occasionally 
used. Green may be obtained from chrome oxide, 
hydrated sesquioxide, or phthalocyanide dyes ; various 


shades of brown and yellow from ochre; violet from 
manganese violet ; and white from titanium dioxide or 
zine oxide. Cadmium yellow may also be used; but 
yellow tattoos are generally disfavoured since they are 
reputed to cause blisters on exposure to the sun. Possible 
complications of tattooing include coceal, syphilitic, 
tuberculous, and vaccinal infections; skin reactions, 
such as psoriasis, lupus erythematosus, or lichen planus ; 
foreign-body reactions ; keloid formation ; and reactions 
of hypersensitivity, especially to cinnabar and other 
mercurial pigments. The effect of cinnabar in inhibiting 
a syphilitic eruption that may happen to involve a red 
tattooed area is well known. 

Circumstances change, and the tattooed one may wish 
to lose his adornment. Excision, with or without 
grafting, is feasible only with the smaller designs and 
marks, such as those used for identification purposes in 
prison-camps. For the removal of larger embellishments 
there are various methods, all designed to cause destruc- 
tion of the tattooed skin and its replacement by 
non-pigmented skin and scar tissue. Abrasion with sand- 
paper, electrocoagulation, and the application of carbon- 
dioxide snow, zine chloride, or tannin, with or without 
superficial cross-hatched scarifications, have all been 
tried. A happier solution may be to have a tattoo artist 
either alter the design or superimpose another on it in 
such a way as to render its past beauty and outdated 
meaning no longer recognisable. 


TESTOSTERONE IN PULMONARY TUBERCULOSIS 


A FURTHER aspect of the relationship of the endocrine 
system with tuberculosis was opened up by the evidence 2 
that the daily output of 17-ketosteroids is decreased in 
patients with active tuberculosis, the decrease varying 
according to the severity and duration of the disease. 
No definite lesions of the suprarenal glands were 
detected in those cases in which a post-mortem examina- 
tion was made, so presumably the effect was a “ toxic ”’ 
one. Attempts to restore the 17-ketosteroid excretion 
to normal by the injection of large doses of testosterone 
(up to 160 mg. daily) were moderately successful and 
led to a feeling of increased well-being and a gain in 
weight. Testosterone has the effect of diminishing the 
excretion of nitrogen, inorganic phosphorus, and 
potassium, and thus encourages the synthesis of proto- 
plasm. This action may be of value in the patient 
who has long been underweight, and its possibilities 
are investigated further in a new report by Cohen et al.’ 
By giving testosterone propionate in oil intramuscularly 
to one group of tuberculous patients, methyl testosterone 
by mouth to another, and a placebo to a third, they 
produced some weight-gain in all groups, but the gain 
was particularly striking in the first group, and especially 
so when the injections were combined with antibiotic 
therapy ; 3 patients treated in this way gained 24, 39, 
and 56 lb. over an average period of 113 days. 

A direct effect of the hormone on the disease process 
is hardly to be expected, but it is unfortunate that 
Cohen et al. do not give any clinical or radiological details, 
other than to say that the patients treated had ‘ far- 
advanced pulmonary tuberculosis.” Their suggestion 
is that testosterone propionate, in doses of 50 mg. intra- 
muscularly two or three times weekly, is ‘‘ a therapeutic 
tool worthy of trial in tuberculous patients in whom a 
weight gain is desirable,” and that it is likely to prove of 
particular value “in the pre- and post-operative periods 
of thoracic surgery.”” They believe that this dosage 
would largely obviate undesirable side-effects such as 
cedema, gynecomastia, and drug rashes. If cedema 
occurs, stoppage of the drug and the administration of 
a diuretic soon get rid of it. In women they recommend 


1. Ebensten, H. Pierced Hearts and True Love. London, 1953. 

2. See Lancet, Oct. 17, 1953, p. 820. 

3. Rostenberg, A., Brown, R. A., Caro, M. R. Arch. Derm. Syph., 
Chicago, 1950, 62, 540. 
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that the monthly dosage should not ‘exceed 300 1 mg., 
to avoid the risk of masculinising effects. 

The practical applications of this form of treatment 
do not seem very wide ; certainly there is little justifica- 
tion for recommending its routine use. There are, 
however, certain cases where a temporary stimulating 
effect is very valuable—for instance, in patients suffer- 
ing from long-eontinued toxemia due to tuberculous 
empyema, from bronchopleural fistula following resection, 
or from the debilitating effects of chronic disease of 
long standing. In such circumstances, even a temporary 
restoration of a positive nitrogen balance may enhance 
the value of chemotherapy and perhaps enable active 
treatment to be undertaken with greater safety. It is 
probably advisable to give testosterone in hospital only, 
and, although one patient received it for 168 days, 
such lengthy treatment is not likely to become customary 
for these patients. 

LOOKING TOWARDS MENTAL HEALTH 

WE know so little of the way the mind works that the 
claim of the World Health Organisation to provide an 
Expert Committee on Mental Health may seem somewhat 
extravagant. Nevertheless the committee, in their 
third report,) go far to justify their title. It is no easy 
problem to advise the world at large on the care of the 
mentally ill, for—as they point out—the clinical picture 
of psychiatric disorders, and even their prognosis, 
varies considerably from one society to another. In 
Western Europe and North America, however, the 
size of the problem is not in doubt: psychiatric dis- 
orders fill about 40% or more of the total hospital 
beds. Every society needs enough beds to receive 
mentally sick people who are a danger to themselves 
or others, or who otherwise create grave social problems 
in the community to which they belong. In Western 
countries about 3 beds per 1000 population are usually 
provided for psychiatric patients, and 1 of these is 
reserved for the type of case just described—about 1 
per 1000 population, in fact. In some Asiatic countries, 
however, the need is much smaller (whether because 
fewer people are taken ill in this way, or because aberrant 
behaviour is better tolerated than it is in Western 
countries), and it is thought that 1 bed per 2000 popula- 
tion would suffice to provide emergency care for this 
type of case. Once this minimum is achieved the 
next step, the committee say, is not to provide more 
beds, but to ensure that the psychiatrists on the hospital 
staff spend about a third of their time on preventive 
and therapeutic work in the community which the 
hospital serves, and there should be enough of them to 
do this. They should begin by spreading abroad facts 
about the work of the hospital and the nature of 
psychiatric illness, not only among the general public 
but among family doctors, ministers of religion, public- 
health nurses, teachers, community leaders, industrial 
supervisors, and trade-union officials. The general 
public, incidentally, learn faster where groups of 
voluntary workers are encouraged to come in and lend 
a hand in the hospital than they do from posters and 
pamphlets, or even from lectures by the psychiatrist-— 
who, indeed, can do more by arranging small discussion 
groups, and attending them as an informed participant 
rather than a dominie. His message should be conceived 
on broad lines, dealing with psychological needs at 
different ages, and the different types of stress we 
encounter at home, in school, in marriage, and at work, 
rather than with diseases. Moreover, he should be 
taking an active part in the affairs of the community, 
so that he is known as a person, not imagined as a 
hidden hand. 

Outpatient services, the committee say, should be 
developed first in the principal general hospital of the 


1. Tech. Rep. Wild Hith Org. 1953, no. 73. Obtainable from H.M. 
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" neighbourhood, and will naturally grow into a psychiatric 
outpatient clinic, treating some patients, giving others 
preliminary care before they are admitted to the mental 
hospital, and providing aftercare, by consultations and 
home visits, for those who have been discharged. Old 
patients’ clubs, with permanent headquarters separate 
from the hospital, also do much to help the patient 
feeling his way back to normal life. As his anxiety 
subsides he will usually drop away from the club— 
which should be a cause for satisfaction. Some patients 
who no longer need hospital care but still need intensive 
treatment do well in day hospitals. These are particu- 
larly well suited to those with severe psychoneuroses, 
who need time to establish relationships again, and to 
learn to master anxieties. 

Within the mental hospital, much—indeed, the entire 
spirit of the place » relation between the 
medical director and his staff; for this is reflected 
in the relation not only between the psychiatrists and the 
nurses, and the nurses and the patients, but between the 
patients themselves. Life in the hospital should as 
far as possible be modelled on life outside: men and 
women should mix freely at work and recreation, and 
in running social activities, such as the inpatients’ club 
—which, incidentally, should maintain a close association 
with the outpatients’ club, to which patients naturally 
hope to graduate. Since patients and nurses are 
fully engaged in therapeutic activities—the business 
of the hospital—they are not to be expected to do the 
domestic work of it, which should be the duty of ward- 
maids. And it is as undesirablé to lock patients out of 
their wards as it is to lock them in: very few of them 
need to be kept behind locked doors ; and their ward 
is their home, for the time being, where they must have 
freedom to go for solitude or rest. Each patient, 
throughout his stay, should be able to think of one of the 
staff as “his’’ doctor—one doctor who knows him 
well and whom he knows. The committee also insist 
that the new patients should be well received—whether 
by a friendly group of patients, or by some member of 
the therapeutic team who acts as hostess. They have 
much to say on many other topics—on the develop- 
ment of psychiatric nursing, the importance of case- 
conferences, the possibilities of boarding patients out, 
home visiting, institutions for aged patients, and the 
size, design, and equipment of the ideal mental hospital. 
They think therapeutic efficiency is greatest in units 
of 300-1000 beds, and make the notable suggestion that 
those vast mental hospitals which house thousands of 
patients should be structurally divided up into parallel 
independent units, each with its own medical director 
and staff. It would be interesting to know who is to 
break this idea to the medical superintendents. 


A NEW KIND OF WARD 


Untit this century most hospitals resembled the 
chronic-sick wards of today in that nearly all the patients 
in them needed to lie abed, perhaps for weeks on end. 
Nowadays, however, many people are warded for the 
investigation of disorders for which they have not 
had to take to their beds at all; and many others, 
admitted to surgical wards, are encouraged to get out 
of bed a few days after their operations. We have to 
provide for this livelier company, and Milnes and 
Schooneman,! research architects in Holland, think 
they may have found good ways of doing this. 

They have been much influenced by Goodall’s study,? 
made two years ago, of early ambulation in acute 
hospitals. Goodall estimated that if early ambulation 
became the rule some 40-55% of patients would be up 
long enough to need day-space, and some 70-90% could 


jr aor K. J., Schooneman, J. Architects’ Journal, Oct. 1, 1953, 
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at least be up and about enough to use wash-basins and 
water-closets. This, he said, would mean an increased 
effective capacity of the hospitals, because the length 
of stay of patients could be shortened. Carrying this 
argument to—or perhaps even a little beyond—its 
logical conclusion, Milnes and Schooneman suggest 
that there is nothing to prevent fully ambulant patients 
from living in a sort of hostel—serving their own meals, 
sleeping in beds of normal height (and having them made 
by maids instead of nurses), seeing to their own personal 
needs, attending the doctor at his surgery hour instead 
of obliging him to make a round, doing without bedside 
lockers, playing chess, walking in the gardens, receiving 
business callers, and making business telephone calls— 
“‘in short, generally getting themselves re-acclimatised 
to normal life in preparation for leaving the hospital 
altogether.” They therefore conceive their wards as 
composed of two wings—one for the ambulant on one 
side of the central offices, and one for the bedfast and 
semi-ambulant on the other. The ambulant wing accom- 
modates some 32 patients in 4-bed wards, and also 
contains a large dayroom, a dining-room with small 
tables and a self-service bar, a consulting-room, a guest 
room for relatives (with shower and water-closet), and 
examination rooms or cubicles ; it has a separate stair- 
case down to the grounds. 

Although hostels for ambulant patients, and for 
patients coming for investigation, have long been con- 
templated, and will certainly form a part of acute hos- 
pitals in time to come, the idea of incorporating the 
hostel in the ward is new, and recalls the custom, at 
some geriatric hospitals, of promoting patients to more 
‘active’? wards as they progress. 

The other wing, for 40 bedfast and semi-ambulant 
patients, is original in design. Apart from a row of 6 
rooms, each containing 1 or 2 beds, which line one side 
of the main corridor, this wing is divided into two 16-bed 
units, each of which is again subdivided into two 8-bed 
wards. Milnes and Schooneman hold that this makes 
for ** full utilisation of the units of work concerned ’’— 
which happen to be whole nurses (no-one, they say, has 
provided them with five-eighths of a nurse); and the 
‘“number of beds the average nurse can be expected to 
tackle under average circumstances turned out to be 8.” 
Their plan, they argue, makes for flexibility ; for each 
unit can take either medical cases or surgical cases, and 
either men or women. Attached to each unit are a 
dayroom and a small dining-room for the semi-ambulant 
patients, opening from one of the 8-bed wards. Bedfast 
patients can thus look forward to graduating into the 
other room, and thence into the fully ambulant wing. 
A ladder of achievement is always an encouraging 
prospect, likely to appeal particularly strongly to any 
small group of people with few other interests. Patients 
in a ward—even a large ward—soon feel themselves 
to be a club, and applaud the successes of members. 

This design, set out by the architects with engaging 
enthusiasm, is criticised at the end by Mr. R. Llewellyn 
Davies, director and architect of the Nutleld investiga- 
tion into the function and design of hospitals, who 
points to several flaws in it. Thus he notes that the 
bed centres are only 6 ft. apart, which, by British 
standards, is too close for beds in an acute hospital 
(though we tolerate it blandly enough in mental hospitals 
and wards for the chronic sick). He points out, too, that 
the proportion of ambulant patients is likely to vary, 
and thus there may be periods—perhaps long periods— 
when the ambulant wing becomes so much waste space. 
Moreover, even when they become fully ambulant, 
patients are often still very weak, especially after opera- 
tions: they are seldom ready for quite such a strenuous 
hostel life, with such limited supervision, as these 
architects propose for them. This, however, does not 
apply to many who come in merely for investigations : 


they could be in the hostel wing—or, as Mr. Llewellyn 
Davies himself suggests, in a separate hostel—from the 
start. He also thinks that too little space is allowed 
for the work of the nursing and medical staff. We must 
agree that the 16-bed units cannot enjoy the cross- 
draught which was so ably provided (under the direction 
of Miss Nightingale) in all the 19th-century hospitals by 
means of the long ward with beds down each side ; 
but probably air-conditioning overcomes this draw- 
back. Nor has this design the compactness of those 
put forward in our columns some years ago by McIntosh 
and Coales.* But surely there is much to be said for the 
flexibility of the 16-bed unit and for the psychological 
value to patients of promotion to a semi-ambulant 
room, and thence to a place—even if it is only another 
room rather than a wing—for the fully ambulant ? 
If we think of wards in terms of people rather than beds 
we should be able to plan some of them as sick rooms, 
and some of them as dormitories, and staff them accord- 
ingly. This is the principle on which Milnes and 
Schooneman have laid such strong hold, and it seems 
a good one. 


NOBEL PRIZE WINNERS 


TuE Nobel prize for physiology and medicine this year 
is to be divided equally between Prof. Hans Adolf Krebs 
and Dr. Fritz Lipmann, two biochemists who are 
universally recognised by their colleagues as having 
made historic contributions to the mechanism of 
intermediary metabolism. 

Professor Krebs at present occupies the chair of 
biochemistry at Sheffield, where he is also the director 
of the Medical Research Council unit of cell metabolism. 
He graduated in 1925 as a doctor of medicine at Hamburg 
University. After four years’ research in Germany at 
the Kaiser Wilhelm Institute for Biology at Berlin- 
Dahlem under a former Nobel laureate, Dr. Otto Warburg, 
he came to this country in 1933 and worked for two or 
three years in Sir Frederick Gowland Hopkins’s depart- 
ment at Cambridge. His work at this time had already 
shown extraordinary brilliance, and he had introduced 
the Krebs theory of the cyclic formation of urea by a 
series of reactions involving ornithine. He became pro- 
fessor of biochemistry at Sheffield University in 1945 
after being a lecturer there, and during this period he 
made perhaps his best-known contribution to intermediary 
metabolism—namely, the discovery of the citric acid 
cycle. He has also studied the metabolism of amino- 
acids and carbon-dioxide assimilation in micro-organisms. 
He was elected to the Royal Society in 1947. The whole 
of his work is characterised by great originality and 
precision in execution. 

Dr. Lipmann is director of the biochemical research 
laboratory at the Massachusetts General Hospital, 
Boston. He, too, received his early training in Germany 
and for a short period was a research-worker at the 
Kaiser Wilhelm Institute for Biology. He emigrated to 
the United States at about the time that Professor 
Krebs came to this country. Dr. Lipmann’s work has 
centred round biological oxidations with particular 
reference to general principles of intermediary metabo- 
lism. Thus he was among the first to recognise the 
importance of oxidative phosphorylation in living cells, 
and he himself is mainly responsible for the development 
of the biologically important concept of the high-energy 
phosphate bond. He has also elucidated the mechanism 
of biological acetylation, and it is largely as a result of 
his work that the functions of pantothenic acid and 
coenzyme A have come to be understood. Dr. Lipmann 
has made many other contributions to the understanding 
of metabolic reactions of fats, proteins, and carbohydrates. 
His work and that of Professor Krebs supplement 
one another. 


3. McIntosh, T.S., Coales, H. R. Ibid, 1947, i, 645. 
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Special Articles 
THE FACE IN DIAGNOSIS 


PreRRHOS STKATSAREAS 


NATIONAL SCHOLAR OF THE ROYAL GOVERNMENT IN GREECE, 
AT THE JOHNS HOPKINS HOSPITAL, BALTIMORE 


‘“* Since the brow speaks often true, since eyes and noses 
have often tongues, and the countenance proclaims the 
heart and inclination, let observation so far instruct thee 
in physiognomical lines, as to be some rule for thy dis- 
tinction, and guide for that affection unto such as look 
most like men.’’—Sir THomas BROWNE. 


> 


‘“The manifest and natural phenomena of diseases, 
however minute, must be noted with the utmost accuracy, 
imitating in this the great exactness of painters, who in 
their pictures copy the smallest spots or moles in the 
originals.” —SyYDENHAM, 

To modify the well-known dictum of John Hilton 
(1877), it may be said that @very sign has its distinct 
and pregnant signification, if we will but carefully search 
for it. But much philosophy is required for the vigilant 
observation of things that are before our eyes, for “ the 
eye often misses what is not in the observer’s mind 
but sees what it looks for’’ (Horder 1921). And the 
mind must search farther than the eye. 

In our judgment of health and disease we rely essen- 
tially on the appearance of the face (Abrahams 1939). 
In an almost forgotten book, Marshall Hall says of the 
morbid appearances of the countenance 

‘In general, it may be observed that the brow is contracted 

by pain within the head; the nostrils are drawn acutely 
upwards by pain of the chest; and the upper lip is raised 
and stretched over the gum or teeth in painful affections of 
the abdomen ”’ (Hall 1835). 
Our predecessors made large observations rather than 
small because they had trained themselves to make a 
greater number of observations than they were actually 
aware of. Ryle in his ward-clerk days used to compete 
with some of his contemporaries in ‘‘ spotting’ gaits 
coming over London Bridge, or facies sitting opposite 
them in the tube. In later years he wrote of ‘* street 
diagnosis,’ which habit he found a most genuine study 
(Ryle 1948). 

We should be more scholarly to observe the colour 
of our patients’ eyes and hair, the shapes of their heads, 
the clothes they wear, the way they walk and hold 
themselves, how they shake hands and say good morning 
—and a thousand other things. This discipline indicates 
an alertness, an awareness, that gives the mind substance 
on which it may ruminate and food for thought. For 
it is far more important to know what kind of a patient 
has the disease than to know what kind of a disease 
the patient has. It is clinical acumen that should suggest 
to“us in what directions we may most profitably employ 
our capacities. We need to know about the patient’s 
reactions as an individual, about his environment, and 
about his hereditary trends. I am not thinking merely 
of insanity but also of psychoneurosis, phobias, obsessions, 
and compulsions, which can turn life into a hell both 
for the patient and for his family. 

There are patients that need only a little help, some 
that need more, and others that must be helped all 
their life. There is more to it than this: see people’s 
faces for things other than complexion—for the expression 
of physical and mental pain, for anxiety and fear. What 
is the dominating emotional state, and is this of only 
recent origin or has it existed a long time? The value 
of this kind of observation is imperishable. When they 
complain of that ‘“agonising’’ pain, those sleepless 
nights, those days and weeks of so little food that it is 
a wonder life is not extinct, look at their faces—and if 
you put them on the scales or take their blood-pressure, 
look at their faces, but in such a way that they do not 


know you are sizing them up. These are the patients, not 
of retracted looks, but who carry their hearts in their 
faces: ‘‘ many are too early old and before the days 
of age. Adversity stretcheth our days, misery makes 
Alemene’s nights, and time hath no wings unto it”’ 
(Browne). And the eyes which have been called the 
windows of the mind will tell you much. Shakespeare 
in Love’s Labour's Lost spoke thus: ‘‘ Mistress, look on 
me; Behold the window of my heart, mine eyes.’ It 
is always the patient that is the main factor. Hence 
the wisdom of Osler’s exhortation: ‘‘ The patient not 
the disease is the entity.” 

There are certain patients in whom the very first 
impression is the most indicative part of the whole 
physical assessment, and this bears out the truth of that 
comment of Celsus : ‘‘ He will treat the disease properly 
whom the first origin of the cause has not deceived.”’ 

* * * 


The examination begins with the first greeting of the 
patient and does not await the removal of his shirt 
(Waring 1948). F 

Certain acute illnesses may be diagnosed by a glance 
at the face. A typical case of lobar pneumonia, for 
example, when the bright eyes, the malar flush (often 
unilateral), the active ale nasi, and labial herpes con- 
stitute an unmistakable picture—though of course in 
many instances of pneumonia the general appearance is 
far from typical. Facial erysipelas is another acute 
ilmess which permits of immediate diagnosis, as may 
measles, scarlet fever, and mumps. There are many 
other eruptions, of course, some limited in distribution 
to the face, some in which the face participates with the 
skin of the body as a whole. 

One of the commonest lesions on the lips is herpes 
labialis, the well-known ‘ cold sore ’’ or “‘ fever blister ”’ : 
or the upper lip may be the seat of a chancre which 
gives ‘‘ the feeling of a buried button.” 

Though death is sometimes written on the face, it is 
often far from easy to distinguish illness from misery, 
or even to detect gross disease from the features on which 
physicians are habitually so dependent. In acute general 
peritonitis, when the symptoms have fully developed, 
the appearance of the patient is very characteristic. 
The face is pinched, the eyes are sunken, and the 
expression is very anxious. The continual vomiting of 
fluids causes a wasted appearance, and the hands some- 
times present ‘‘ the washerwoman’s skin.’’ We see the 
hippocratic facies more often in peritonitis than in any 
other disease except cholera—‘‘ a sharp nose, hollow 
eyes, collapsed temples ; the ears cold, contracted, and 
their lobes turned out; the skin about the forehead 
being rough, distended, and parched ; the colour of the 
whole face being brown, black, livid, or lead coloured.”’ 
But all these, with many more, are so drawn in the face 
of the dying that the onlooker might say at first glance, 
‘“*This is a face of earth’’; and when Mors has set his 
hard seal upon the patient’s temple, it is easily perceived 
that, whereas sleep lets fall the eyelids, death draws 
them up, with a mouth open and somewhat gaping. 

Medical students are sometimes advised of the possible 
recognition of the drug-addict, who may be possessed of 
the ‘*‘ subtle and mighty opium,’’ with his shifty eyes 
and furtive look; but hasty judgment must certainly 
be avoided. It is wise to remember the aphorism of 
Cabot, ‘‘ morphine is a very frequent cause of pain,’’ so 
as to differentiate the case from other conditions as one 
looks at the patient’s drawn face and the sweat on his 
brow. Some physicians have not yet learnt this wisdom, 
and hence a man with a posterior perforated ulcer gets 
locked up in a psychopathic ward. 

Alvarez’s (1951) alcoholic facies consists of the reddish 
soft skin, the bleary eyes, the trembling muscles, the 
appearance of dissipation, the loss of refinement, and 
either a certain coarse and bloated appearance or a gay- 
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dog look. Often the mouth is full of carious teeth or a 
whiff of tell-tale breath. The celebrated clinician has 
found it harder to recognise the signs of alcoholism in 
women, of whom he confesses ‘‘a few too many have 
fooled me.’ The whole picture is unmistakable, though 
the eyes alone will tell the tale, while “‘ his cheek displays 
a second spring of roses taught by wine to bloom.” 

Mental deficiency in children usually advertises itself 
in the vacant stare, but if an immediate conclusion is 
based upon expression it is possible to overlook adenoids 
and deafness. There is a stupid apathetic look in the 
myxedematous patient, but attention must be directed 
to the complexion, the texture of the skin, the scanty 
hair and eyebrows. In Graves’s disease the staring 
startled expression is attributable to exophthalmos, and 
expression as such is not perhaps the feature considered. 
But in paralysis agitans it really is the expression which 
is important, for the mask-like face due to muscular 
rigidity combined with relative activity of the ocular 
muscles is the opportunity par excellence for facial 
diagnosis, as indeed is the expression of ‘‘ fixed emotion ” 
in hepatolenticular degeneration of Kinnier Wilson’s 
disease. Charcot’s triad in multiple sclerosis—intention 
tremor, with scanning speech and nystagmus—is valuable 
to remember. The parkinsonian face is of great impor- 
tance in the diagnosis of the obscure and anomalous 
forms. In myasthenia gravis the drooping of the eyelids 
and jaw produces an appearance which is highly charac- 
teristic, although in this condition an expression of a 
different kind is more usual—the so-called sneering smile 
produced by deficient action on the part of the zygomatic 
and risorius muscles. Another peculiar smile described 
as ‘‘ transverse’? is encountered in the myopathy of 
the Landouzy-Déjerine type, through weakness of the 
orbicularis oris and of the orbicularis palpebrarum. In 
tabes drooping of the upper eyelids due to hypotonia 
or paresis of the levator palpebrx superioris is accom- 
panied by a wrinkling of the forehead through the effort 
of the occipitofrontalis to compensate for this deficiency, 
so that, when well pronounced, the tabetic facies may be 
described as characteristic. Complete ptosis (I1rd-nerve 
paralysis) should immediately suggest cerebrospinal 
syphilis. The Argyll Robertson pupil probably indicates 
past syphilis, but it does not necessarily indicate either 
tabes or general paresis; it sometimes exists alone—a 
permanent sign that the patient has had syphilis, but 
not part of a progressive nerve degeneration (Horder 
1921). The aura in the “ sacred disease ’’ is a sensation 
followed by ‘“ deviation of the eyes and rotation of the 
head towards one side. The features are distorted ; 
the face, usually at first pale, becomes suffused and then 
livid ; the pupils dilate widely as cyanosis comes on. 
As the remissions become deeper, bloody saliva is frothed 
out between the lips’? (Gowers 1881). 

* * 


Knowledge of the sources of expression teaches us to 
be more minute observers. Sir Charles Bell, one of 
the keenest observers of the human face in all its 
moods, watching the breathing of a dying infant 
wrote : 

“In death, the voluntary actions cease first ; then sen- 
sation is quite lost. The actions of respiration survive ; 
become convulsive, with heaving of the chest; then 
irregular ; then cease ;—the last act of life being a con- 
vulsive drawing of the platysma myoides and the muscles 
of the cheeks and nostrils—after which all is still.” 


And to prove that the subject of expression is not foreign 
to medical studies he stated : 

“We learn that smiling is an affection of the nerve of 
respiration on the muscles of the face, and when laughter 
shakes the sides, it is only an extended and more convulsive 
action of the muscles; when to the paleness and coldness 
and inanimation of grief, there is added the convulsive sob 
and the catching of the throat, and the twitching of the 
lips and nostrils, we discover the same class of nerves to be 


affected, which, in crying, are only more obviously in operation, 
producing more violent contraction ” (Bell 1844). 

In Bell’s palsy the face, with a fair degree of asthenopia, 
“wears at all times a blank and expressionless charac- 
ter.” In tabes dorsalis one observes unequal pupils, 
drooping eyelids, and a wrinkled forehead. Bulbar 
paralysis gives a mournful appearance to the face, and 
in myxedema the edema does not pit on pressure. 
Occasionally ‘‘ a soft and sunken globe inward on the 
one side with constricted pupil ’’ will point to a Horner’s 
(1869) syndrome that will direct attention to the cervical 
sympathetic. Patients with katatonia remind us more 
of statues than of men—they are keenly aware of the 
world going on around them but are quite unable to 
participate in it. Very rare in our experience is the 
fixed grin of risus sardonicus, met typically in tetanus. 
In the course of a typhoid fever the dull look of indifference 
may gradually be seen to creep over the face. 

The contour of the face in certain conditions permits 
of instant diagnosis. An example is seen in acrocephaly, 
the achondroplasic, the mongol; the rare condition of 
oxycephaly and hydrocephaly need be seen only once 
to be immediately diagnosed. In osteitis deformans the 
prominent forehead attracts attention. In leontiasis 
ossea the bones of the cranium and face are asymmetri- 
cally enlarged; the superior maxilla is particularly 
prominent. An opportunity to recognise leprosy is not 
likely to present itself to many physicians in this 
country ; the leonine facies is due to the bronzed and 
coloured patches that form the cutaneous creases and 
ridges. The virile facies displayed by a woman suffering 
from a tumour of the suprarenal cortex or of the basophilic 
cells of the pituitary hardly requires description. 

In hepatic or cirrhotic facies the eyes are sunken, 
and a variable degree of icterus is present in the watery 
conjunctive ; venules and telangiectases contribute to 
the picture. Although edema of the face at once suggests 
nephritis, other causes, particularly the angioneurotic 
type, must not be forgotten. Wryneck can hardly be 
overlooked. A squint, whatever its significance, naturally 
demands a detailed consideration of the central nervous 
system. Spontaneous nystagmus, when present, is 
usually so coarse as to be immediately evident. Dark 
rings under the eyes, though a source of much perturba- 
tion to the laity, are familiar in any debilitated state 
or after too little sleep. It may also be due to poor 
circulation or to a congenital condition. Icterus has been 
mentioned, and also must be recalled the comparatively 
rare but striking appearance of the blue sclerotics in 
fragilitas ossium. Blepharospasm will, of course, be 
obvious. Occasionally the condition of the pupils, 
whether contracted, widely dilated, or unequal, may be 
conspicuous on a superficial glance at the face without 
specialised examination, 

* * * 

To learn how to decipher faces and to spell out the 
soul in the features is more imperative in mental than 
any other disease. In this group of illnesses we must 
evince a power of observation which requires discipline, 
culture, and modesty to render it effective and valuable ; 
for it is as easy (and sometimes very cruel) to stigmatise 
a patient as neurotic as it is difficult to find and cure 
the cause of his or her pain. Often a look at the patient’s 
face will show what suffering has done to him. We 
must tread gently here; the teaching of Sir Thomas 
Browne : 

** Acquaint thyself with physiognomy of want, and let the 
dead colours and first lines of necessity suffice to tell thee 
there is an object for thy bounty.” 

The victim of migraine, the maladie des beaux esprits, 
may be the witty and well-dressed little woman whom 
we may diagnose in a moment by just seeing her in a 
spell, with dull, glassy eyes, utterly miserable, and 
detached from the world, miserabile visu. There is no 
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other disease except seasickness which produces such a 
picture of dejection (Alvarez 1951). Aretzus, the 
Cappadocian, who gave perhaps the first clear description 
of migraine, truly said the patients “flee the light ; 
their sense of smell is vitiated—they are weary of life, 
and wish to die’’ (Adams 1856). The neurasthenic 
and hysteric, with their varying degrees of querulousness, 
anxiety, and resentment, are also subjects for precocious 
condemnation when taken at their face value. In 
melancholy ‘‘he carries on his face the impress of 
her signet.” 

As one talks to the patient, one may note constant 
air-swallowing and belching, or the regurgitation of food 
into a handkerchief—all signs of neurosis. Rarely one 
will meet a hypomanic patient who will keep talking 
at a great rate. One will suspect mild mania also if 
the man is supernormally friendly, affable, and ‘* pally.” 
An exaggerated state of nervous tension can be recognised 
in a moment when one sees trembling hands, perhaps a 
twitching face, restlessness, or a .corrugated forehead, 
with the eyebrows pulled far up. Occasionally one 
will see the peculiar, old-looking, waxy-pale, wizened, 
and wrinkled face of the eunuchoid. Hippocrates 
pointed out ages ago that an elderly man of this type 
will still keep all his hair, and none of it will be grey ; 
his head will be small, and his face devoid of hair. Sad 
to see is the unfortunate person who, old and grey, is 
still working as a messenger or newspaper boy. As 
the Bible says, these sad persons were destined by 
Nature to be ‘‘ hewers of wood and drawers of water.” 

* * 


In the “little stroke ’’ the patient will age suddenly ; 
his face may look haggard, expression may go out of it, 
the springiness will go out of his step, and he may 
shuffle a bit. He will walk slowly and cautiously like 
an old man. Often the speech will become a bit thick, 
and there may be a little drooling at one corner of the 
mouth. Alvarez (1951) saw this condition in its entirety. 
He tells of the sweet old lady who after several strokes 
said ‘‘ Death is taking little bites of me.’’ Osler (1911) 
spoke of the many men and women who “ take as long 
to die as they did to grow up”’ who go “ through cold 
gradation of decay ’’ and ‘‘ who live a sort of death in 
life.’ It is well to know Alvarez’s (1951) apoplectic 
facies, because the patient and his family will conceal 
the fact of the stroke, much as they would conceal the 
fact of syphilis or alcoholism. Much stigma is attached 
to the idea because they believe ‘‘an angry God struck 
him down.” 

In some cases the little stroke causes great moral 
deterioration ; an arteriosclerotic oldish man may keep 
making curious little whistling or swishing sounds with 
his lips which will indicate his hysterical aphonia. There 
may be a little egg on his chin or gravy on his vest, 
or the smell of ammonia from urine on his pants, for all 
of which signs the patient feels no shame. Of clinical 
significance also is the fear of the patient to be alone. 

Before his death, one of our contemporary philosophers 
wrote “I am but a wreck and a shadow of the vigorous 
old man I was a few months ago.’’ He felt better at 
times but not for very long, and he never recovered his 
old strength. His last letter contains these courageous 
but ominous sentences : 


““T have no good news to tell you about myself. I had 
a slight cerebral attack just a fortnight ago. After twenty- 
four hours of oblivion I came to, and was bewildered to 
see a nurse by my bedside. They say I am doing well ; 
I am in possession of all my faculties; but I feel, and I 
see in the looking-glass, that I am a great deal older than 
I was a fortnight ago.” 


The master-surgeon he remained—writes Oliver 
Wendell Holmes of Baron Dupuytren—until he bowed 
before the mandate which none may disobey. ‘* Three 
times,”’ said Bouillaud, ‘‘ did the apoplectic thunderbolt 


old bald cliff that is riven and crashed down into the 
valley. It left him an old worn-out man, a venerable 
but dilapidated relic of an effete antiquity. Those who 
are near their end in an apoplexy very remarkably puff 
out both their cheeks in every expiration (Heberden 
1818). 


* * * 


At a glance one can recognise the patient with heart- 
disease by his shortness of breath or his bluish lips. He 
will get short of breath trying to undress. In aortic 
disease patients tend to pallor because the arterioles are 
badly filled, whereas in mitral disease patients tend to 
cyanosis because the venules are badly emptied (Horder 
1921). 

De Musset’s sign in aortic insufficiency is the constant 
jerking of the head forwards and backwards, synchronous 
with the heart beat. Revealing is the café-au-lait com- 
plexion of infective endocarditis and the sallowness in 
aortic valvular disease. 

One knows the chronic asthmatic with his wheezy 
laboured breathing, his barrel chest, his contracted neck 
muscles, his clubbed fingers, and his nasal voice with a 
wide nose full of polyps. In pneumonia the face is 
flushed, the breathing is hurried, the ale nasi dilate 
with inspiration, the eyes are bright, the expression is 
anxious, and there is a frequent short cough which 
makes the patient wince and hold his side. In the old 
and debilitated a knowledge that the onset of pneumonia 
is insidious, and’ that the symptoms are ill defined and 
latent, should place the practitioner on his guard and 
make him very careful in the examination of his patient. 
Indicative also are the hectic flush of active pulmonary 
tuberculosis, with long eyelashes and ‘‘ appealing ’’ eyes. 
Flushing of the face may be seen in fevers, in excitement, 
as a congenital defect, and at times in arterial hyperten- 
sion. 

Only when it is extreme can anemia be diagnosed 
without examination of the blood. Occasionally one can 
be directed quickly to the diagnosis of primary anemia 
by noticing premature grey hair. Addison’s anamia 
typically displays a lempon tint in the complexion. 
Jaundice often makes its earliest appearance in the face, 
particularly the conjunctive. The earthy colour of the 
chronic malarial patient is not unlike it. In pronounced 
polycythemia the intensity of the plum coloration is 
usually unforgettable. With rare exceptions cyanosis by 
itself points to respiratory or circulatory failure. Here, 
in our diagnostic judgment, it is well to remember that 
the best gauge of blood-flow in the skin is not colour 
but temperature. One will note prominent or shining 
eyes with a full neck and perhaps the dark reddish 
skin of the person with exophthalmic goitre. Such a 
person is likely to fidget yet blink the eyes infrequently. 
Sometimes one has to determine whether a slight 
exophthalmos runs in the family or was always present. 
Occasionally one will see the scar of a thyroidectomy, 
and this will go far to explain the woman’s nervousness. 
One often can recognise the person with hypothyroidism 
and the pudgy anzemic-looking face, the slow answers, 
perhaps a hoarse voice, and some overweight. The 
man with pituitary disease can be recognised in a 
moment, with his distinctive raucous voice, his massive 
ugly features, and his large hands and feet. 

The pale or livid face with sweating brow of a patient 
suffering from the initial shock of a perforated gastric 
ulcer, acute pancreatitis, or acute strangulation of gut 
is sufficiently distinctive ; whilst the deathly pallor and 
gasping respiration of a woman with internal hemorrhage 
from rupture of a tubal gestation leave little doubt as 
to the diagnosis. The deep nasolabial groove or furrow 
is one of the features commonly seen in patients with 
peptic ulcer; though by itself it is of no diagnostic 
significance it is nevertheless an interesting little link 
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in the chain of evidence that: leads from suspicion to 
certainty. A child with intussusception never smiles. 
Nevertheless not uncommonly the typical facies is absent 
in an abdominal case. In the late stages of all varieties 
of acute abdominal disease the face tells the observer 
much that he ought to know, but is sorry to learn. x 

In chronic tonsillitis with adenoids the facies is so 
peculiar and distinctive that the condition may be 
evident at a glance. The expression is dull, heavy, 
and apathetic, owing partly to the fact that the mouth 
is habitually left open. In long-standing cases the child 
looks very stupid, responds slowly to questions, and 
may be sullen and cross. The lips are thick, the nasal 
orifices are small and look pinched in, and in the mouth 
the superior dental arch is narrowed and the roof con- 
siderably raised. Children with congenital syphilis 
rarely thrive ; they present a wizened wasted appearance 
and a prematurely aged face, with the bridge of the 
nose depressed and its tip retroussé, restricted lines 
running from the corners of the mouth, and Hutchinson’s 
teeth. Trousseau (1943) wrote of the peculiar hue of 
the face, which presents a special shade of bistre. 

“The tinge is almost like that of the countenance of a 
recently delivered woman. I know no disease except 
syphilis in which a child’s skin has this peculiar colour, 
and consequently when it is well marked, it has more 
diagnostic value than any other symptom.” 


A rare but still more extraordinary bodily state is 
that of progeria, in which, as though touched with the 
wand of some malign fairy, the child does not remain 
infantile but skips adolescence, maturity, and manhood, 
and passes at once to senility, looking at eleven or twelve 
years like a miniature Tithonus ‘“‘ marred and wasted,’ 
wrinkled and stunted, a little old man among his toys. 

Ugly defects of the face should always be noted, such 
as flaring ears, distorted nose, protruding teeth, a mouse 
jaw, a bad squint, a port-wine mark, an acne rosacea 
that leaves the face pitted and unattractive and causes 
much mental torture in boys and girls, and a bad facial 
sear from a burn. Any such defect that causes lifelong 
embarrassment and shame is likely to have some warping 
effect on the mind. 

Pigmentation of the face is associated with Addison’s 
disease, which first springs to the mind although the 
face is not generally affected. Argyria is rarely seen 
now that silver nitrate is not administered. Hamo- 
chromatosis may be evident in the face. In ochronosis 
the accompanying darkening of the cartilage gives a 
bluish tint to the ears. The patchy pigmentation in the 
chloasma of pregnancy, in some cases of cancer and of 
tuberculosis, in intestinal stasis, in rheumatoid arthritis, 
and after the prolonged administration of arsenic is as 
likely to be evident in the face as elsewhere. 

Pallor is produced in conditions such as the greenish- 
yellow of chlorosis, the lemon-yellow of pernicious 
anemia, the ivory-white of chronic nephritis, the pasty- 
white of nephrosis, and the waxy appearance of 
lardaceous disease. 

* * * 

Many wise and experienced physicians could more 
richly add to this ensemble of significant observations, 
but perhaps enough material has been here gathered 
to show, in the words of Peter Mere Latham that ‘ it 
is by your own eyes, and your own ears, and your own 
minds, and (may I add) your own heart that you must 
observe and learn and profit’? (Martin 1878). Thus a 
disciplined use of the senses cannot be communicated 
from one to another ; it is a purely personal acquirement, 
for the neglect of which no amount of book-learning 
can compensate, and unfortunately much that can be 
learned therefrom cannot be conveyed in words. The 
physiognomy of disease can never be adequately des- 
eribed, and I long remember my old teachers urging us 
always to remark it and to dwell much on it ; for they 
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were acute and had such secrets from 
the expression of the countenance that it had been to 
them in the place of almost all other symptoms. 

But whatever may be one’s “ clinical instinct,” or 
curiosity to observe and look for things, what counts 
is not only what is found at the bedside but primarily 
what is brought to the bedside. The @oed civ and 
Sarre of Hippocrates are more essential to a man’s 
welfare and comfort than are abstract points of theory, 
and they naturally acquire a great predominance. 
Osler (1941), to better our times, wisely said in his 
inimitable way: ‘“‘ It is an unpardonable mistake to go 
about among patients with a long face.” 

I wish to thank Prof. H. J. L. Marriott, associate professor 
of medicine in the University of Maryland, for his scholarly 
reading of the manuscript, and Lord Horder for placing at 
my disposal his excellent writings. 
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CAPITAL PUNISHMENT 


A puBLic meeting of the Howard League for Penal 
Reform was held in London on Oct. 21, to consider 
future developments in the light of the recommendations 
of the Royal Commission on Capital Punishment.! 

Lord TEMPLEWOOD, who was in the chair, said that the 
commission’s report had opened a new chapter in the 
League’s campaign against the death penalty. He could 
very well remember the long and bitter debates in both 
Houses which had preceded the setting up of the com- 
mission—debates all the more heated because there was 
no body of official evidence for either side to produce. 
The great achievement of the commission had been to 
amass the requisite volume of evidence, and he felt 
very grateful to the commissioners—tied down as they 
were by the terms of their instructions, which debarred 
them from considering the question of abolition of the 
death penalty—for the immense amount of valuable 
material they had brought to light which supported the 
League’s case. He was particularly impressed by the 
evidence given by a representative of the Home Office 
and by the chief executioner as to the way in which the 
death penalty was administered, as this plainly bore 
witness to the utterly repulsive nature of the operation, 
and by the evidence of one of the great luminaries of the 
United States Supreme Court, Felix Frankfurter, which 
convincingly stated the case against the diehards 
advocating the retention of the death penalty. 

He agreed with the conclusions which the commis- 
sioners had reached about raising the age-limit from 
18 to 21, and about the official medical examination of 
everyone condemned for murder. He did not oppose 
the rather surprising recommendation that the jury 
and not the judge should be left to decide on the sentence 
—the fact that the commissioners felt themselves driven 


1. See Lancet, Oct. 3, 1953, p. 713. 
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to this conclusion showed how impossible it was to find 
a rigid and irrevocable plan. He doubted whether 
Parliament would agree to this recommendation ; but 
if it did he would support it because, judging from the 
experience of some of the States in the U.S.A., this 
course would lead to a reduction in th® number of death 
sentences passed. 

With three of the commission’s conclusions he fully 
agreed: that the abolition of the death penalty does 
not lead to an increase of murders; that there are 
alternative methods of punishment for the crime which 
are not inhumane; and, finally, with the passage where 
the commission states that the law is at present 
excessively rigorous. Obviously, the commissioners felt 
that the law should be radically changed, though they 
were debarred from saying so. The Howard League 
must now press forward with its campaign for total 
abolition of the death penalty. 

Mr. GERALD GARDINER, Q.C., spoke on the legal 
aspect. The commissioners, he said, had been pre- 
cluded from considering the question of abolition of the 
death penalty, so they had approached the problem 
from the other end by seeking to limit the definition of 
murder. They had made three specific recommenda- 
tions: that the English law of constructive malice 
should be abolished; that the degree of provocation 
should be extended to words; and that one form of 
suicide pact, in which each party committed suicide, 
should be excluded from the definition of murder. They 
did not recommend the exclusion of ‘‘ merey-killers ”’ 
or of women, but they advised raising the age-limit 
from 18 to 21. 

As regards exemption on grounds of mental condition, 
they had recommended that mental deficiency should 
be put on the same footing as insanity, and that 
the Home Secretary should also take epilepsy and 
psychopathy into consideration. They considered the 
MecNaughten Rules, and recommended that these should 
either be completely abrogated or else extended to 
include the concept of “‘ irresistible impulse.” 

The commission’s consideration and rejection of the 
idea of introducing various degrees of murder should 
do much to kill this unrealisitic notion. At first sight 
there might seem to be two classes of murderers—those 
who were condemned, and those who were reprieved— 
but the many factors which the Home Secretary had 
to take into consideration in arriving at his decision 
to reprieve one particular murderer were too varied 
and complex to lend themselves to rigid rules. 

The discretionary verdict which the commission 
recommended was certainly not a task which the judges 
wished to undertake ; were it to be thrust upon them, 
the verdicts would vary widely with the judge’s experi- 
ence and temperament, and we should go back to the 
bad old days of the ‘“ hanging judge.’ He thought it 
would be better for the defence, after conviction, to 
eall evidence for extenudtion, if the jury were to decide 
on the sentence, but he himself felt this was best left 
to the Home Secretary. ; 

He could himself see only two arguments for the 
retention of the death penalty: the ethics of ‘an eye 
for an eye, a tooth for a tooth,’—but why should a 
supposedly Christian country rely on an Old Testament 
text which was specifically controverted in the New ? 
—and the alleged deterrent effect, which had now been 
proved to be a fiction. The great argument against the 
death penalty was a moral one—that ordinary citizens 
in order to show their disapproval of the murderer’s 
crime were perpetrating the same action on him, not 
personally but by delegating that task to judges, juries, 
and hangmen. But behind the impersonal machinery 
of the law was our collective responsibility for what was 
being done in our name. At the time of the publication 
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of the report, one of the newspapers had come out with 
a banner headline, referring to the discretionary verdict : 
“Now The Noose Is Passed To You!’ This was 
dramatic but misleading, for the noose had always 
been in our hands. Apart from France and Spain, 
we were the only civilised nation where capital punish- 
ment was the policy for the whole realm, and there 
were signs of it falling into disuse in France. It was 
to be hoped that we would not long compete for the 
unenviable distinction of being the last stronghold 
of the death penalty. 

Mr. CHRISTOPHER HOLLIS, M.P., who spoke on the 
moral aspect, said that one of the most effective deter- 
rents wovld be for the popular hysteria on the subject 
of murder to be diminished. He felt that posting notices 
on the gates of the gaol at the time of an execution 
fostered this very unhealthy sensationalism, and should 
be discontinued. The report was extremely valuable 
for having exhaustively considered the whole matter of 
the deterrent effect of different penalties, and its care- 
fully marshalled evidence and summary of conclusions 
effectively disposed of this moral dilemma for those whose 
main concern was for the sanctity of human life. And 
if capital punishment did not in fact have an undeniable 
deterrent effect, there was no moral basis for its retention 
in the penal code. 


GERM-FREE LIFE 


For a quarter of a century Prof. J. A. Reyniers, of 
Notre Dame University in Indiana, has been studying 
the problem of rearing germ-free animals. His object 
was to produce animals completely free from bacteria 
or viruses, and for this purpose a supersterility technique 
had to be used and many technical difficulties overcome. 
During a brief visit to this country recently Professor 
Reyniers outlined the results of his work. The animals 
are reared in completely sealed chambers resembling 
autoclaves. The foetuses are removed from the uterus 
by an aseptic operation, and placed in the sterile chambers. 
The animals are fed and handled by means of long rubber 
gloves sealed into the chambers. Carefully filtered air 
is pumped in, and all material, including food, introduced 
into the chambers is sterilised by steam under pressure 
in autoclaves attached to the main chamber. 


The larger rearing units are véry elaborate structures 
consisting of several rooms arranged in two storeys. The 
three men working in these chambers wear completely sealed 
diving-suits of plastic material, provided with 40 feet of 
stainless steel air-lines. On entering the chambers the 
operators are hermetically sealed in their diving-suits and 
are then given a shower-bath in antiseptic for fifteen minutes. 
They are then totally immersed for half an hour in tanks of 
3% formalin containing detergent. Any imperfections in 
the diving-suit soon become apparent either by the escape of 
of bubbles or by the effect of the formalin on the occupant 
the suit. The operators then climb a ladder from the anti- 
septic tank through a trap-door where they are met by a 
shower bath of sterile water. They are then ready to attend 
to the sterile animal colony. Diving-suits, with their 40 feet 
of hose, are a hindrance to the operators when chasing 
recalcitrant animals, so cages of animals are transferred intact 
to the smaller units for further experiments. 

Animals can be kept completely free from micro-organisms 
indefinitely under these sterile conditions; the longest 
period in actual practice has been eighteen months. There 
are no bacteria in the intestines and the faeces remain odour- 
less. After death these germ-free animals show no signs of 
putrefaction, and ‘ cultures’’ of whole rats embedded in 
nutrient-agar plates remain sterile. The isolated aseptic 
animals feed and breed normally without training. Isolated 
baby rats die a few days after birth because they fail 
to urinate, but urination begins when the genitals are 
stroked and thereafter occurs normally. Presumably 
micturition is normally initiated when the mother licks her 
young. 

The largest animals reared in this way were dogs and 
monkeys, but the isolation involved had psychological effects. 
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The animals pined, and special windows were provided in the 
chambers so that they could see the contaminated but 
attractive world outside. 

Investigations on germ-free animals have produced 
some interesting results. Generally speaking, the weights 
of the various organs and tissues of germ-free animals 
are less variable than those of normal animals exposed 
to the ordinary hazards of infection ; the liver is smaller, 
and there is less lymphoid tissue in the lungs and intes- 
tines since there have been no bacteria to deal with. 
The animals are reared on autoclaved semisynthetic 
diets, so vitamins have to be supplied to them, but there 
is some surprising evidence that when the necessary 
vitamins have been given to the young animals for a few 
weeks a balance may be struck arfd no more need be 
given, the germ-free animals thereafter synthesising 
their own supply. It is interesting to note that no 
unknown factor appeared to be necessary for growth 
and health, and that there was no deficiency in the auto- 
claved diet which known vitamins could not remedy. 
Pathological changes in germ-free animals differ from 
those in ‘“‘ normals’? because there are no infections to 
complicate matters and cause early death, so the changes 
proceed to a more complete stage. A virus infection 
appeared in young rats, causing “ jitters ’’ and ultimately 
total loss of coérdination and death. Sterile filtrates 
from infected animals could be used to transmit the 
disease to other germ-free animals but not to normal 
animals, who seemed to be immune. Since germ-free 
animals have not been exposed to any infections, there 
are no antibodies in the blood and they possess no 
immunity. After inoculation with vaccines, antibodies 
appear in the blood of first generation germ-free animals, 
as with normal animals, but no immunity could be 
produced in the progeny of germ-free mothers or in the 
third or fourth generation progeny, which appeared to 
have lost the capacity to produce antibodies. 

Starting with germ-free animals, it is possible to 
study the effects of infection with any one micro- 
organism, avoiding possible interference from other 
infections. Thus there was complete absence of dental 
caries in the germ-free animals, and infection with 
neither acid-producing bacteria nor proteolytic organisms 
gave rise to caries. Administration of antibiotics had 
no effect in stimulating the growth of germ-free animals, 
but the toxic effects Of chemotherapeutic agents could 
be studied without interference. Amebic dysentery 
could not be produced in animals free from bacteria. 
Whole-body irradiation had a delayed effect on germ- 
free animals compared with normals. 

The production of large numbers of germ-free animals 
as a routine has thus been established ; and once the 
animals are reared it is a comparatively simple matter 
to use them for experiments, so Professor Reyniers’s 
work could be extensively applied in biological research 


EMERGENCY BED SERVICE 


THE following statement from the Emergency Bed 
Service explains how the service’s warning system will 
work in future : 


“The winter of 1952-53 saw the first real test of the 
Warning System devised by the Service as a result of the 
influenza epidemic of 1950-51. In the main, the system 
worked well and achieved its object, but a detailed 
examination reveals certain weaknesses in the system 
as at present operated. 

The issue and cancellation of the various coloured 
warnings are solely dependent on the admission rate— 
i.e., admissions expressed as a percentage of all applica- 
tions. This resulted in the warnings being issued late 
and taken off too soon, for two reasons : 

(a) As pressure on the Service mounts,Yan ; increasing 
proportion of cases are admitted by means of the * Medical 
Referee > procedure. This has the effect of keeping up the 
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admission rate, but delays the issue of the warnings until the 
situation has already become serious. 


(6) The response of the hospitals to the Yellow and Red 
warnings causes a sharp rise in the admission rate, and under 
the present system may require cancellation of the warning 
despite the fact thét applications are still increasing. 


In order to overcome the above defects, the warning 
system will in future be modified as follows : 


Issue of Warnings 


In calculating the admission rate for the purpose of issuing 
warnings, cases admitted through the Medical Referee will 
not be included. The rate thus found may be termed the 
‘Voluntary Admission Rate,’ and warnings will be issued 
at the same percentages as hitherto—i.e., 85% (White), 
80% (Yellow), and 75% (Red). 

The White Warning will also be issued at the request of 
the Ministry of Health earlier if there is evidence from the 
trend and number of requests for admission or from other 
sources suggesting the imminence of an emergency such as 
an epidemic of influenza. 


Cancellation of Warnings 


Warnings will not be cancelled until the voluntary admission 
rate has risen to 1% above the rate at which it was imposed 
and applications have fallen to the level at which they stood 
when the warning was issued. Thus if the applications 
do not fall, the warning will remain in force regardless of the 
admission rate.” 


Parliament 


Food Hygiene 


On the motion for the adjournment of the House of 
Commons on Oct. 22, Mr. BARNETT JANNER said that 
since he last raised the subject three months ago the 
number of cases of food-poisoning had increased by 1800 
to a total of 2789. 

The incidence of dysentery, a disease caused by unclean 
food, was high. Last year 14,500 cases were reported. 
Yet he understood that it could be almost entirely 
eliminated if people washed their hands after they had 
been to the lavatory, before handling food. Few public 
lavatories were provided with water, soap, or towels and 
local authorities were as much to blame as private firms. 
Where towels were provided no statistics were available 
to show how often they were provided free. 


Mrs. E. M. Brappock pointed out the danger of the 
ice-lollies so popular among children. Out of 70 samples 
taken in Liverpool 39 were adversely reported on: 15 were 
contaminated by lead in amounts of 1:5 to 11 parts per 
million, 23 by copper (0-5 to 11 parts), 3 by zine (4 to 5 
parts), and 14 by tin (20 to 70 parts).!. The cause of con- 
tamination was the receptacle in which the ice-lolly was 
made. 


Dr. CHARLES HILL, parliamentary secretary to the 
Ministry of Food, said that the Foods Standards Com- 
mittee, which had a metallic contamination subcom- 
mittee, were of opinion that the maximum content of 
lead in foods generally should be 2 parts per million, yet 
in the Liverpool ice-lollies contamination had reached 
11 parts per million. Under the Food and Drugs Act, 
1938, the local authority could prosecute in such cases. 
Under the Defence (Sale of Food) Regulations it would 
be possible for national standards to be laid down. In 
his view local authorities already possessed very real 
powers. But not every food was dangerous ; attention 
ought to be concentrated on the foods where danger was 
greatest. Many local authorities were doing a great deal 
by public education, but each shopper could help by 
taking his or her custom to the clean shop as against the 
dirty one. The figures of food-poisoning were disturbing, 
but Dr. Hill did not think that they could be taken as 
revealing a growing danger. There was a growing 
consciousness of the danger and a growing tendency to 
report incidents and infections. The plain fact remained 
that many cases were preventable, not by new legislation 
or equipment, but by more sensible conduct on the part 
of individuals. 


1, See Lancet, Aug. 29, 1953, p. 458 
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QUESTION TIME 


Royal Commission on Law Relating to Mental Illness 
and Deficiency 


In the House of Commons on Oct. 22 Sir Wrystron 
CHURCHILL, the Prime Minister, announced that the Govern- 
ment hed had under consideration for some time the operation 
of the law relating to the certification and detention of persons 
suffering from mental illness and mental defect and realised 
that legislation was desirable to bring that law into line with 
modern thought and development. They considered, however, 
that there should first be a comprehensive review of the 
subject by an independent body, and the Queen had 
signified her intention of setting up a Royal Commission : 

“ To inquire as regards England and Wales into the existing law 
and administrative machinery governing the certification, detention, 
care (other than hospital care or treatment under the National Health 
Service Acts, 1946-52), absence on trial or licence, discharge and 
supervision of persons who are or are alleged to be suffering from 
mental illness or mental defect, other than Broadmoor patients ; to 
consider as regards England and Wales the extent to which it is 
now, or should be made, statutorily possible for such persons to be 
treated, as voluntary patients, without certification ; and to make 
recommendations.” 

The names of the chairman and other members would be 
announced later. ‘ 

Mr. ANEURIN BEVAN, who welcomed the announcement on 
behalf of the Opposition, asked why Scotland was excluded, 
and whether Sir Winston Churchill was satisfied that the 
Scottish law did not require to be brought up to date. Mr. 
Bevan added that the language of the last part of the state- 
ment might give the impression that there were no voluntary 
patients, whereas a large proportion of patients treated in 
mental institutions in this country were voluntary. It was 
because the treatment was so satisfactory that it was desired 
to extend the principle. Sir Winston pointed out that the 
law in Scotland was different from that in England and 
Wales. He was not ruling out a Scottish inquiry but he 
thought it would be a pity to mix the two inquiries together. 
Scotland should be treated separately. It was intended to 
extend the voluntary principle as far as possible, subject 
always to making sure that people were properly protected by 
certification where treatment involved a considerable measure 
of restraint. 

Replying to Mr. A. WoopBuRN, Sir WINSTON said he thought 
that the problem of old people who had been certified in order 
to give them house-room in mental institutions would cer- 
tainly come under the consideration of the commission. 

Replying to Mrs. BRappock, he promised, when considering 
appointments to the commission, to bear in mind the younger 
school of medical practitioners who were qualified in psychiatry. 

Later in a written answer to questions about the 14-year- 
old girl who was recently detained at the Hollymoor Mental 
Hospital, Birmingham, Sir Davip MAXwELt Fyre, the Home 
Secretary, said that this case illustrated the need for an 
inquiry into the methods of certification of patients suffering 
from mental troubles, on the lines of the Royal Commission 
which was being set up. 


Anesthetists’ Fees 


Replying to Mr. A. J. Irving, who asked to what extent 
it was the practice of local medical committees to circularise 
doctors that the sending in of claims on form E.c. 31 (Anes- 
thefists’ Fees) was discouraged, Miss Patricia Hornssy- 
SMitH, parliamentary secretary to the Ministry of Health, 
said that she knew that some medical committees thought 
it fairer that these fees should be treated on a “ knock 
for knock ’’ basis to avoid first charges on the sum to be 
distributed among all the doctors in the locality. But this 
was a matter for professional agreement in which the Minister 
of Health was not concerned. 


Sale of Post-war Houses 


Replying to Sir Ricuarp AcLAND and others, Mr. HaroLp 
MacMILLAN, Minister of Housing and Local Government, 
announced that the power to control the selling price of post- 
war houses would lapse on Dec. 20 and the Government did 
not propose to ask Parliament to renew it. This control was 
introduced to prevent profiteering in these houses at a time 
when licences were difficult to obtain and pre-war houses 
commanded scarcity prices. Now that freedom to build under 
licence had been greatly extended, and the price of pre-war 
houses was declining, the Government did not think that this 
control, which imposed a real hardship on many owner- 
occupiers, could any longer be justified. 
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In reply to questions by Brigadier F. Mepuicort and others, 
Mr. MACMILLAN said he hoped to make a statement of Govern- 
ment policy regarding the amendment of the Rent Restrictions 
Acts in due course. He was anxious to give any assistance 
he could to local authorities confronted with the problems of 
rebuilding war-damaged areas and slum clearance. 


Atmospheric Pollution 


On the subject of air pollution, Mr. MacmrILiaN said the 
problem was not one for which it was easy to devise emergency 
plans, but he was awaiting the report of the Beaver Committee. 
Meanwhile a special effort was needed by all those who burned 
coal to use it efficiently, and as sparingly as possible during 
fogs. This applied to householders no less than to industrial 
and other consumers. An interim report from the Bearer 
Committee was expected within a few weeks. 


University Franchise 

Sir Winston CHURCHILL, replying to Mr. [an Harvey, said 
the Government continued to regret the abolition of the 
university seats as a breach of the all-party understanding at 
the Speaker’s Conference of 1944. Time had, however, moved 
on, and, after a full sympathetic review of the question, the 
Government did not wish to raise all the controversy which 
this restoration of plural voting would involve. They had 
therefore decided with regret that the question of restoring 
the university seats in the House of Commons should be 
dropped. 

Consumption of Liquid Milk 

Dr. CHARLES Hiri, parliamentary secretary to the Ministry 
of Food, replying to Mr. Norman Dopps, said that the total 
consumption of full-price liquid milk by the public in August, 
1953, was about 108 million gallons. The comparable figures 
for 1952 and [951 were 110 and 112 million gallons respectively. 
The average weekly milk consumption per person for the first 
six months of 1953 was 4-65 pints, compared with 4-73 and 
4-83 pints in 1952 and 1951 respectively. 


Public Health 


Poliomyelitis 
POLIOMYELITIS notifications (uncorrected) in the week 
ended Oct. 17 (41st week of the year) were (previous 
week in parentheses) : paralytic, 81 (107) ; non-paralytic, 
45 (69); total, 126 (176). 
The following table cgmpares this year with the 
preceding six years : 


Total cases up to and Cases in 


Year including 41st week 41st week 
1947 7459 364 
1948 1625 88 
1949 4486 463 
1950 7019 308 
1951 2395 94 
1952 3592 109 
1953 4382 126 


The considerable decrease in notifications indicates 
that the seasonal fall is now well under way. 


Myxomatosis in Kent 

Gamekeepers near Edenbridge in Kent lately reported 
that large numbers of rabbits in the area were dying for 
no apparent cause.! The Ministry of Agriculture and 
Fisheries has now established that the animals were 
suffering from myxomatosis.2. The disease seems to be 
confined to an area of about 200 acres, and it is unlikely 
that it will spread at this time of year. But steps are 
being taken to destroy the rabbits within the affected 
area. The source of the infection is unknown. 


Air and Water Pollution 

The Organisation for European Economic Coéperation 
has arranged for a technical assistance mission to visit 
a number of European countries to study methods of 
dealing with air and water pollution caused by the 
chemical industry. The party arrived in this country 
on Oct. 25. They are visiting the water pollution research 
laboratory at Watford and the works of a number of 
chemical firms. The mission will not consider the 
question of smog, which is not a special problem of the 
chemical industry. 


1. Kent and Susser Courier, Oct. 16 and 23, 1953. 
2. Times, Oct. 20, 1953. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


A Turkish bath taken experimentally more than thirty 
years ago and not enjoyed remained my sole adventure 
in hydrotherapy until last week when on holiday I found 
myself within striking distance of Droitwich. On the 
recommendation of an old patient of sybaritic habits, I 
decided to have a dip in the brine bath. It was a not 
unpleasant experience. In appearance the brine bath 
much resembles any other swimming-bath, but the 
water is warmed to about 90°F so that the more craven 
spirits don’t have to urge themselves in by repeating 
moral maxims. Diving and splashing are forbidden. 
It is said—incredibly-—that to dive in is to risk a broken 
neck, but it can hardly be much fun anyhow because 
you can’t penetrate the water to any great extent but 
merely come out backwards, ignominously and feet 
first, by that same course wherein you went. There is 
certainly a good case against splashing, because the 
brine stings the face and eyes abominably. Once in, it 
is impossible to sink even with both hands raised above 
the head. Neither is it convenient to swim, for most of 
your body lies on top of, and not in, the water. It is 
easy, however, to lie supine with hands clasped behind 
the head and feet comfortably crossed above the water 
level; or one can assume a foetal (breech presentation) 
position with considerable comfort. When you get out 
the attendants swathe you in hot towels and thus clad 
you sit and ponder for five minutes before they allow 
you to dress and depart. They told me that the brine is a 
natural water pumped up from 200 ft. below ground and 
warmed artificially. It contains about 2!/, Ib. of salt 
to the gallon. For the ensuing thirst I found beer in 
adequate dosage a sovereign remedy. 

* 


I am carrying out a small study on Penguins. I have 
reached only tentative conclusions so far, but I venture 
to suggest that they are upper-class birds. I base this 
on the observation that in the ’30s, when so many people 
were hungry, penguins were fat, jolly things. The one 
on the spine of Crome Yellow (1936) is almost rectangular, 
and his abdomen measures 0-8 cm. across. The one on 
the front—-you should realise that P. frontalis is somewhat 
different from P. spinalis—is also fat, but a little less 
bloated, and his beak is not raised quite so arrogantly. 
By 1940 (The First Hundred Thousand) the Penguins 
had become much thinner. The abdomen was only 
0-6 cm., but the chest had shrunk from 0-7 cm. to less 
than 0-5 em. This is perhaps surprising, as it was 
presumably fighting, or at least keeping up morale and 
sticking its chest out. Its eyes are bigger, though, 
nearly twice as large. Fright, I suppose. The Penguins 
were badly hit by rationing. By the end of the war they 
had shrunk to 0-2 cm. across the tum (The Professor 
1945). But although they were no longer wide-eyed, 
they had developed a chronic anxiety state. P. spinalis 
was all right, but P. frontalis had lost his confident 
upright pose, and was peering over to one side, his 
body bent and poised for flight. In 1946 (Nordenholt’s 
Milion) it had a triangular, New Look sort of figure, 
but by 1950 you will be pleased to hear that P. frontalis 
was standing upright again. P. spinalis had a bad patch 
around 1949 (August Folly) which I am unable to explain. 
Was it worried about the forthcoming election? It 
was as white as a ghost—had no black fur at all. But 
there has been little change over the last few years. 
I am now turning my attention to the Penguins on the 
first page (P. internus). Until the first Labour Govern- 
ment (1945) they floated free, since then they have been 
incarcerated in an oval. Perhaps there is some con- 
nection with Lord Beaverbrook’s knight in chains. 

* * * 


* Two years ago, when I was to be transferred from a 
hospital in the Home Counties to a sanatorium some 
eighty miles away, I went from door to door in an 
ambulance accompanied only by the driver and his 
mate. Since then economy restrictions have been 
introduced forbidding such lengthy journeys by road. 
So last March, when I succumbed again to the tubercle 
bacillus and had to undertake a similar trip, alternative 
arrangements were made. 
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At 8.30 A.M., attended by a nurse of my own choice 
from the hospital, a male nursing orderly supplied by 
the ambulance service, and a driver and his mate, I 
set out for Victoria station by ambulance. We arrived 
over an hour before the train, in which a compartment 
had been reserved. Having had the forethought to 
dress, I was able to walk across the platform and thus 
avoid the indignity of being carried on a stretcher. 
After an uneventful, if slow, passage by train, we arrived 
at a small country station miles from anywhere. The 
normal route is from Waterloo direct to a station quite 
near the sanatorium. The rain was pouring down as 
the three of us proceeded to the barrier. There, under 
cover, two stretcher-bearers—complete with stretcher— 
and a _ uniformed nurse waited. Outside was an 
ambulance and driver. All were indignant that I 
was able to walk. 

The time was 1 P.M. and lunch seemed indicated. 
So I called all ranks together and addressed them— 
six seemed quite a meeting. The outcome was an 
agreement to leave me in the town fifteen miles distant 
to feed in a civilised fashion before surrendering my 
liberty. An hour or two later, inwardly satisfied, I 
completed the last few miles of my journey by taxi. 

I am glad that sickness benefit absolves me from 
contributing to this particular piece of economy. 

* * * 

Careful thought has been given to the syllabus of the 
new Seminary of Psychiatry. As more and more of the 
brain has been found to be unnecessary, particularly 
following Pott’s brilliant work on pontine thermo- 
coagulation, the course of lectures on the anatomy of the 
nervous system is replaced by a short typewritten sum- 
mary with coloured illustrations of the few paths still 
believed to be essential. In the department of teleology 
demonstrations are given of simple cybernetics and 
the induction of experimental neuroses in calculating 
machines. But the chief emphasis is on practical 
subjects such as electrodynamics, fuse-mending, and the 
maintenance of the Billinger diphase multiple clectro- 
stimulator by which as many as 80 patients wired together 
in series can be simultaneously abreacted. This section 
of the syllabus ends with a series of lectures and demons- 
trations on the new Kentucky automatic personality- 
tester which tells you immediately what sort of psycho- 
path you are, and the improved Bonehead applicator 
which not only records the prognosis electronically in a 
matter of seconds, but commiserates with, or congratu- 
lates, the patient accordingly. At the end of the course 
students are tested for loss of weight, and a factorial 
analysis is made both of the group unconscious and the 
unconscious group. 

* * 

He was small, with auburn hair and a tiny mouth. 
I remembered how his cousin of similar build and colour- 
ing had nearly bled to death while also having dissection 
of tonsils at the hands of a real E.N.T. surgeon. And I 
hate tonsils in youngsters: there’s not enough room. 
But all went well and next day he readily opened his 
mouth to let me inspect the damage. 

As I was leaving him to finish his ice-cream, he called 
me back, leaned over, fished in his locker, and said ‘‘ This 
is for you,” producing a piece of half-melted, slimy, 
unwrapped chocolate. It might have been Smeared 
with salmonella or shimmering with streptococci ; 
but he’d trusted me yesterday and now I also must 
demonstrate my faith. No excuses—eaten on the spot. 
And it was delicious. 

* 

Paddy was getting on in years, and as he was beginning 
to find things difficult in Ireland he decided to try his 
luck in England. The job he landed was probably too 
hard for him because soon afterwards he had to be 
admitted to hospital. After he had been with us for a 
little time his wife wrote from Ireland to ask how he was 
getting on. She ended her letter with the following 
words: ‘‘and thank you for the troubie he is giving you.” 

* * 
Conflicting Thoughts for the Week 

‘Time is a great healer. I wish we had more of it.’”’— 
Harassed Docror. 

‘““ Och, there’s no hurry at all. Whoever made time made 
plenty of it.”——-BuUs-DRIVER IN SUTHERLAND. 
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Letters to the Editor 


CHILDREN IN HOSPITAL 


Str,—Dr. Mae Keith, in his article last week on the 
management of children in hospital before operation, 
deals with a subject of great importance to plastic 
surgeons and others concerned with the treatment of 
congenital deformities needing repeated operations. The 
true facts about the efficacy of current pre-anesthetic 
agents for children are less reassuring than he implies. 

If the objective is a child quiet and amnesic for the 
whole of the induction period, then it is my view that 
this objective is still not attained in most hospitals. 
There is more involved than the choice of pre-anzsthetic 
agent. Both oral sodium pentobarbitone (‘ Nembutal ’) 
and rectal thiopentone are often successful. But the more 
often the child is subjected to anesthesia, the less 
reliable these agents are. Their success is largely deter- 
mined by the skill of the ward sister in their adminis- 
tration and in the general arrangements in the children’s 
ward for preparing children for operation. 

It remains my experience, over a number of years, 
that I hear signs of struggle and crying from the anes- 
thetic room in a big proportion of the children on whom 
I do operations. There are some hospitals where this is 
not so. In these the ward arrangements are particularly 
good. There are others where it happens more often 
than not. 

There is not the least doubt that the premedication of 
children is one of the most important unsolved problems 
in modern anesthesia—if by a solved problem we mean 
one whose solution is successfully applied in most 
hospitals most of the time. 

I can amply confirm Dr. Mac Keith’s account of the 
harm which can be done in the pre-anesthetic period to 
children, and I have often had to modify an important 
programme of repair because of the severe emotional 
effects which the stress of the pre-anzsthetic battle has 
on the child. For any child to go conscious to the 
anzsthetic room smacks of the surgical Middle Ages. 

London, W.1. PaTRICK CLARKSON. 


Srr,— Dr. Mac Keith’s excellent paper lacks a summary. 
This might well be: ‘* Treat children as adults and they 
are easy ; treat them as children and everyone suffers.”’ 

Children are not naturally afraid of anything, even 
hospitalisation and anesthesia, unless a fear has been 
previously instilled in them. One way to ensure the 
confidence of the child is for the anesthetist to conduct 
a preoperative round with the children, showing them 
the operating-theatre, anwsthetic room, &c. The con- 
valescent children will explain the functions of these 
places to the new children, and a healthy pride in “ not 
being a baby ”’ is nurtured in everyone. Such a round, 
conducted weekly, is well worth the anesthetist’s 
time and saves many a stormy induction. 

But I cannot agree with Dr. Mac Keith’s views on the 
premedication of children. All sedatives induce a state 
similar to mild intoxication with alcohol, and whereas 
this state is accepted by the adult, it may produce terror 
and a ‘‘nightmare state’’ in the child because of 
ignorance. Children should reach the anesthetic room 
prior to surgery either fast asleep or in complete 
possession of their faculties. 

The Hospital for Sick Children, 


Great Ormond Street, 
London, W.C.1. 


B. G. B. Lucas 


Consultant aneesthetist. 


Sir,—Nothing could be more commendable than the 
purpose behind Dr. Mace Keith’s article, advocating 
that children in hospital for operations should be so 
managed as to inflict on them the minimum of psychic 
trauma. He emphasises that one of the three main 
factors producing ill effects is induction of anesthesia, 
and in this connection uses such expressions as ‘ forced 


sleep,’ ‘‘ feel themselves slipping away under the anes- 
thetic,” and ‘the doctor personally should lead the 
child from the mother to the operating-room.’’ These 
expressions produce in the mind of the reader a picture 
which one can only hope does not truthfully represent 
what goes on at Cameron’s hospital in 1953. 

It should surely by now be taken for granted that, 
except under exceptional circumstances, all children 
should be given such preoperative medication as will 
ensure, in most cases at least, that they will have no 
memory at all of their visit to the theatre or of induction, 
thereby entirely eliminating one of Mac Keith’s three 
traumatic factors. This can be done of course in a 
number of ways without resorting to rectal administra- 
tion, which many children dislike quite as much as 
conscious induction. In the case of tonsillectomy, 
which represents by far the greatest number of children’s 
operations, I am at present engaged in following up some 
hundreds of cases after return home from hospital, 
where they are given sodium pentobarbitone (‘ Nembutal ’) 
by mouth on a more or less dose-for-age scheme without 
individual consideration. This is not ideal, but is 
practical. The investigation is not yet complete, but 
the results to date show that between 90 and 95% 
of the children under 10 years of age have no recollection 
of having had an anesthetic at all, so far as their parents 
can tell, and that on return home 96° show no “ nervous 
upset ’’ which is noticed by the parents. 

This result seems at least good enough to eliminate 
the necessity of ‘talking to children beforehand about 
their anesthetics, except to say that they will be given 
a drink and will then go to sleep. In individual cases 
in ideal conditions such as nursing-home practice, 
where more time and a constant staff are available, 
and induction can be carried out in bed, there should 
of course be a virtual guarantee that the child will 
have no consciousness of having been to the theatre or 
of having had an anesthetic. 

In fact, the anesthetist should not ‘‘ do a great deal 
to allay the child’s fears’’; he should see that the 
causes of them, as far as he is concerned, are eliminated 
altogether. 

Windsor. 


DouGias BELFRAGE. 


INCISION FOR ACUTE APPENDICITIS 

Sir,—In their article last week Mr. Ewing and Mr. 
Monro, by implication, once again raise the question of 
drainage following appendicectomy for acute appendi- 
citis. A main advantage of the muscle-cutting incision, 
they find, is its suitability for drainage, while Battle’s 
incision is condemned, amongst other reasons, because 
of its unsuitability for drainage. 

This argument seems to me fallacious since the 
peritoneal cavity should never be drained following 
appendicectomy, whatever the degree of peritonitis. It 
is generally conceded that drainage can do no good, and 
may lead to infinite harm, encouraging the formation of 
fistule and adhesions. Though it might seem reasonable 
to drain the subcutaneous tissues when a perforated 
gangrenous appendix has been removed and free pus is 
present, I have found this disappointing since often 
enough a superficial abscess will point perversely at the 
opposite end of the incision. 

Many surgeons choose Battle’s incision for appendi- 
cectomy. Retraction of the rectus muscle should cause 
no injury, and, as Ewing and Monro point out, the 
incision is valvular and gives the most direct access. 
Infection of the rectus sheath is a theoretical disadvantage 
which is not borne out in practice, perhaps because 
adhesions rapidly seal the layers of the rectus sheath to 
the muscle. Battle’s incision ensures that the 11th and 
12th thoracic nerves are seen and so avoided, and I 
submit that hernia formation following its use is rare. 
A postoperative hernia is equally rare in two lower, but 
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otherwise identical, incisions—the pararectal approach 
to the lower end of ureter, and McEvedy’s repair of 
femoral hernia. 

For these reasons I maintain that Battle’s incision 
should continue to have the sanction of the standard 
works on operative surgery. 


Salisbury Hospital Group. Puivie SHEMILT. 


Str,—I think that those who have to deal regularly 
with acute abdominal conditions will endorse the opinions 
expressed last week by Mr. Ewing and Mr. Monro. 

After three years in the tropics, despite the wider 
range of differential diagnoses, I remain strongly in 
favour of the McBurney type of approach (with a trans- 
verse skin incision), sited in accordance with the physical 
signs, or Kocher’s modification (Rutherford Morison). 
This applies unless a pelvic location is suspected. 
Naturally, where there is genuine doubt the paramedian 
incision has a place ; but then the operation is a ‘‘ laparo- 
tomy rather than ‘‘ for acute appendicitis.” 

Many of my patients were seen later than is usual in this 
country. In 12 of the last 25 consecutive cases the appendix 
had already perforated. In many an abscess had localised, or, 
in earlier cases, fragile adhesions were forming ; and approach 
through the unaffected part of the peritoneal cavity would 
have seemed indefensible. No-one would deliberately approach 
an appendix abscess by way of the unaffected peritoneal 
cavity, and I consider that all cases of acute appendicitis 
should be thought of as potential abscesses ; and if operation 
is performed, the approach should be the most direct route 
from the surface. My experience with antibiotics in intra- 
abdominal infections has not led to any modification of this 
view. 

In commenting on the frequency with which the acutely 
inflamed appendix is approached in this country by the 
midline or the paramedian routes, Ewing and Monro 
state that these approaches have the sanction of many 
of the standard works on operative surgery. On taking a 
random selection of textbooks from the shelves of a 
medical-school library, I did not find this confirmed, 
although it may be true of some of the more specialised 
works. Of six textbooks,.~* one® suggests that the 
McBurney incision is out of date except for opening an 
appendix abscess; but the remainder express views 
which do not deviate from those of Ewing and Monro. 


London, 8.E.1. MICHAEL FLINDT. 


ASPHYXIA IN THE NEWBORN 


Str,—Dr. Noel Jackson in his letter (Oct. 17) quotes 
me as follows : 


‘Writing on artificial ventilation of the lungs,- Professor 
Pask? evidently prefers efficient artificial respiration to 
inadequate spontaneous respiration, for he remarks ‘ Positive 
pressure ventilation can be carried out . .. without causing 

. disturbance in the cardiovascular system.’ ”’ 

With the first part of this sentence I agree, but the 
quotation from my letter seems to have changed rather 
strangely, for it ran as follows : 

“T believe that many physiologists will be surprised to learn 
that positive pressure ventilation can be carried out at all 
without causing some disturbance in the cardiovascular 
system.” 

Dr. Jackson’s diagram and _ explanation of his 
apparatus worry me. If the surgical rubber glove really 
functions as a rebreathing bag, I think it is too big. 
Furthermore, babies who are called upon to breathe or 
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rebreathe through intravenous needles have my sym- 
pathy, even though the needles be “ fairly large.’ The 
diagram suggests connecting the babe directly to the 
oxygen supply. I think this is unwise and leads to the 
risk of burst babies. 

E. A. Pask. 

EPIDEMIC VOMITING 

Srr,—I read your annotation of Oct. 3 and the letter 
by Dr. French (Oct. 10) at a time when cases of this 
condition were occurring in my practice. They have 
increased in number, and I myself became a victim 
2 days ago. 

Usually there is fatigue, headache (in my own case temporal 
and in the tissues of the scalp), general aching, and hot and 
cold feelings, followed within a few hours or up to a day or 
two by bilious vomiting. Temperature varies from normal 
to 104°F and the pulse is usually rapid. Occasionally there is 
abdominal pain and slight giddiness, but never true vertigo. 
There is no sign of liver tenderness or jaundice, and no 
meningeal signs; but, as in Dr. French’s series, one case 
appeared which may or may not have belonged to the same 
group. This was in a woman who developed, after the usual 
onset, a 7th and 11th cranial-nerve palsy and herpetic vesicles 
on the left side of the palate. In the occasional family 
infections the interval between cases has been about 5 days. 
The length of the illness varies from | to 7 days. 

Ilford, Essex. R. N. C. 


CONTRACEPTIVE TECHNIQUE 

Str,—Dr. Maung Sein’s letter of Sept. 26 starts off 
well enough on firm ground but ends in a morass. It is 
right and proper that he should quote the American 
figures and the immense amount of work done in that 
country on follow-up studies ; but this controversy about 
the relative over-all effectiveness and acceptability of 
the combined methods of contraception (cap or sheath 
plus jelly, paste, or suppositories) versus the single 
methods (jelly or paste or suppositories or condom used 
alone) is a very old one and still rages. Unfortunately 
simply to quote pregnancy-rates means very little; it 
is necessary to know quite a lot about the background 
of the various series before it is possible to judge whether 
the comparison is a fair one (e.g., number of nullipare ; 
age range ; previous fertility ; duration of use; social, 
economic, educational, and religious background ; and 
so forth). Still more unfortunately one cannot always 
discover these important facts even in the authors’ 
original paper, and this applies to a large extent to the 
papers published on ‘ Preceptin.’ 

In any case all this talk about pregnancy-rates is only 
confusing the original issue: I was not concerned with 
pregnancy-rates but with one particular patient, a highly 
fertile, sick woman, most willing to cooperate with her 
medical advisers in every way; in fact she cooperated 
with them so well that she used preceptin when she 
was advised to do so, with disastrous consequences, 
having previously used a combined method with success. 
Dr. Maung Sein will have a job to convince me that, 
all other things being equal, it is possible to offer a woman 
as complete protection against pregnancy by giving her 
a paste or suppository to use alone as by providing her 
with a mechanical barrier to prevent direct insemination 
of the cervix plus a chemical one to kill the sperm. 
This is not to deny that preparations such as preceptin 
and various suppositories have their place in contracep- 
tion, and, as I said in my letter of Aug. 15, this new 
paste will in time find its correct level of usefulness. 
It will undoubtedly be of value in the first of Dickinson’s 
categories but I very much doubt if it will be the answer 
for many in the other three. 

The last part of Dr. Maung Sein’s letter had best be 
left unanswered—not because it is unanswerable but 
because it starts a number of irrelevant hares. 


Crediton, Devon. MARGARET HADLEY JACKSON. 
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THORIUM DEPOSITS IN THE LIVER 
Sir,—I welcome last week’s article by Dr. Berenbaum 
and Dr. Birch, who summarise recent reports on the 
more dangerous side-effects of ‘ Thorotrast > and empha- 
sise the difficulty in tracing the cause of death in patients 
who received one single injection of thorotrast about 20 
vears earlier. 

Before thorotrast was marketed, I carried out extensive 
experiments on rabbits and rats which were observed for 
18 months or more.'-’ The results of these investigations 
were summarised in an answer to your annotation on 
the danger of thorotrast 15 years ago.4 Most of the 
pathological reactions following thorotrast injections 
were known already in 1932 (the year when thorotrast 
was marketed); and although the observation-time in 
my series was far too short for such changes as aplastic 
anemia and malignant tumours to have appeared, even 
in those early studies due mention was made of the 
possibility of these complications. At the same time a 
warning was sounded against the use of thorotrast in 
man. Perhaps this warning was instrumental in reducing 
the number of fatalities on the Continent. 


London, W.1. Z. A. LEITNER. 
CERVICAL SPONDYLOSIS SIMULATING 
MOTOR-NEURONE DISEASE 

Sir,—I have read with interest the article on cervical 
spondylosis by Dr. Liversedge and his colleagues in 
your issue of Sept. 26. It strikes me that some of the 
confusion in the early diagnosis of their cases might have 
been avoided if the jaw-jerk had been recorded. I can 
see no mention of this having been done. Surely a 
normal jaw-jerk in the presence of otherwise brisk 
tendon-reflexes would cause one to hesitate in the 
diagnosis of motor-neurone disease ? 

Johannesburg, South Africa. Roy Morris. 


CHRONIC BRONCHITIS 


Sir,—Dr. Oswald and his colleagues (Sept. 26) have 
given us some important clues in the search for the cause 
of chronic bronchitis. Even though there are still many 
gaps in our knowledge it is essential that we should 
apply the facts we already know. Dr. Oswald emphasises 
the importance of the quality of the inspired air. Although 
we can hardly hope to affect our damp, cold, winter 
climate, there are several ways in which the chronic 
bronchitic can be given better air to breathe. 

Smoking is undoubtedly one of the chief irritants in 
these patients. It is unusual to find one who fails to 
notice distinct improvement in his symptoms when he 
has stopped this habit. I am surprised how rarely 
patients have been advised about smoking by their 
own doctors. The majority of patients with chronic 
bronchitis will stop smoking provided they are told 
of the importance of doing so in strong enough terms. 
I consider tobacco is poison for a chronie bronchitic, 
and I tell him so. 

Last winter’s fog killed 4000 people in London, the 
majority of whom had chronic bronchitis. In the late 
war the remote chance of a gas-attack produced elaborate 
and expensive precautions on a wide scale, yet we 
remain relatively complacent in the face of these recurrent 
gas-attacks, which kill many of our citizens yearly. 
Long-term plans to lessen air pollution are essential, 
but until they are effective the patient with chronic 
bronchitis should be given similar protection from fog 
to that which the war-time civilian was given from 
poison gas. The sufferer from chronic bronchitis usually 
stays at home during fogs, knowing his risk of relapse, 
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Could not a room in his house be made fog-proof, just as 
each civilian learned to make one room gas-proof in the 
war? Civil-defence authorities would probably , be 
willing to help and advise. He should also be advised to 
wear a light mask, at any rate when having to go out 
of doors. 

It is time that we paid more attention to the purity 
of the air which our patients breathe and endeavoured to 
prevent them from consuming their own and everybody 
else’s smoke. 


Central Middlesex Hospital, Keiry BALL. 


London, N.W.10 


THE PLACEBO 


Sir,—Both the contributors on this subject in your 
issue of Oct. 17—Dr. Barham Carter and Dr. Handfield- 
Jones—-have omitted to ask the highly pertinent question : 


Who needs the placebo ? 

Our patients do not demand placebos. I have yet 
to meet the patient who asks: ‘ Doctor, may I have 
a placebo, an inert, inactive substance ?’’ Patients ask 
us for help, though often in an inarticulate way, difficult 
to comprehend ; yet it is our task to try to understand 
the patient’s needs. For instance, Dr. Barham Carter’s 
patient who had a urinary infection, probably venereal 
in origin, and who, ten years later, was still on methylene- 
blue, was obviously not freed from anxiety about his 
illness and needed more treatment, not necessarily with 
methylene-blue. But again obviously methylene-blue 
for ten years was better to him than nothing. 

If the doctor's inner hearing is not acute enough, 
or if his understanding of the patient’s need is barred 
by bias or prejudice, or if the patient arouses anxiety 
or guilt within the doctor, then the doctor, only too often, 
has to prescribe a placebo, because he needs it for’ his own 
reassurance. And this is the true function of the 
placebo. It does not serve the patient’s, but the doctor’s, 
need, whatever the excuse may be with which it is 
prescribed. 

The term ‘ placebo,” then, needs re-definition. The 
definition given by your contributors (‘‘ an inert drug 
given to please or satisfy the patient ’’) is contradictory 
in itself. Firstly, no drugs, not even water or salt, are 
truly inert; secondly, all treatment is given to please 
or satisfy the patient. What greater pleasure or satis- 
faction could we give the patient than to free him from 
disability or illness ? 

Treatment by a placebo is rightly- contrasted to 
scientific treatment—that is, to treatment that is fully 
understood in its implications; but many forms of 
treatment, which are considered scientific in themselves, 
such as electro-shock, insulin shock, or antibiotics, may 
well be given as placebos, as much as the reassuring pat 
on the shoulder and the red tonic. 

It is not enough (as Dr. Barham Carter thinks) to 
take an adequate history or make an adequate physical 
examination. We must also try to understand the inner 
needs and longings of our patients, or else all well- 
meant treatment with fine names, after high-sounding 
diagnoses, will be a placebo for the satisfaction of our 
own needs. 

The people that come to see us for help are ill; and 
we all retreat in illness, in ill-adaptation, to a state of 
infantile narcissistic dependency, where we long for 
satisfaction and comfort by medicines, diets, cooling 
drinks, soothing broth, as if illness aroused memories 
of early infantile dependent days, when mother’s breast, 
the bottle, the dummy, or our own thumb gave us 
similar oral satisfactions. 

Cabot’s remark (quoted by Dr. Handfield-Jones), 
that babes are not born with the desire to take a drug for 
every symptom, is quite wrong. The babe needs very 
much oral satisfaction for his symptoms, and the eternal 
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babe within us, that comes into the forefront in illness 
very often needs satisfaction by mouth. Such longings 
have to be considered in scientific treatment, too, or 
else the scientific view would be incomplete. We need 
not feel ashamed or guilty because, in full knowledge 
of their effect, we have prescribed preparations which 
have no easily definable pharmacological action upon an 
isolated organ or system. 

Let us define then (and reject) any treatment that 
is given without the doctor fully knowing and under- 
standing what he does by treating the patient—as 
a placebo for the doctor. 

Southall, Middlesex. M. B. CLYNE. 

Sir,—Dr. Barham Carter (Oct. 17) is wrong, according 
to all principles of psychotherapy, to give psychoneu- 
rotic patients a placebo as “‘ a material sign to establish 
confidence so that they will benefit from the real helpful 
psychotherapy that follows.’ Once it has been estab- 
lished that the patient does not require medicinal 
treatment, he will create in this patient, not confidence, 
but the conviction that there is some medicinally treat- 
able condition. If the patient already believes that 
* words can’t help my trouble,’ he makes his job of 
giving the patient effective psychotherapy almost hope- 
less. The exhibition of placebos is a regression to pre- 
Freudian days. It could even culminate, as I have 
experienced, in this trend of reasoning ’’: the patient 
will not accept the psychogenic basis of his disorder ; 
therefore, if I help him to convert his psychoneurosis 
into an organ-neurosis, I can treat this by drugs. If 
we are dealing with a somatopsychic disorder—e.g., 
asthma, mucous colitis, duodenal ulcer, neuroder- 
matitis—palliative medicinal treatment is, of course, 
indicated, and this should be fully explained as palliative. 
Drug treatment in psychiatry is also indicated in the 
well-recognised and defined syndromes—e.g., vegetative 
imbalance or concomitant emaciation—but again this 
requires full explanation to the patient, as to what it 
is intended to produce or effect. But placebos? No! 


Winterton Hospital, ). SALFIELD. 
Sedgefield, Co. Durham. D. J. SALFIE 


POSTURE, BACKACHE, AND HEALTH 

Sir,—In your issue of Oct. 17, Mr. W. E. Tucker 
discusses human reaction as illustrated by the manner 
employed by a person in his standing and sitting. Now, 
in standing and sitting, as in all the variations of human 
reaction, the relationships between the various parts of 
the person are guided and controlled by means of sensory 
communications known medically as kinewsthesia. The 
Way a person adjusts himself as a whole depends upon 
how well kinwsthesia works, and this again depends upon 
how the communicating mechanisms are adjusted. When 
the means of communication are badly adjusted the 
standard of kinesthetic guidance is low ; when they are 
well adjusted, the standard is high. Mr. Tucker must 
be aware that Rudolph Magnus demonstrated that the 
adjustment of the animal as a whole enabling the sensory 
and motor communicating mechanisms to operate at 
their best and, therefore, in a reliable way, was an 
adjustment which he showed was &ssociated with a 
certain relativity of the head to the neck. Sherrington 
also acknowledged the importance of the head-neck 
relativity in connection with knowing how to control 
human reaction. In the light of the views of these 
great experimenters, it must be clear that where a person 
does not react in accordance with a principle enabling 
him to use the psycho-physical mechanism or self in a 
way associated with a control over the relativity of 
the head to the neck ensuring a rising standard of kin- 
wsthetic sensory appreciation, he is bound to do 
injury to the working of the self and, therefore, to 
his health. 
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One of the consequences of failing to observe this 
principle is that we form wrong beliefs about how the 
self works and are led along roads to knowledge which 
are misleading. The burden of retracing our steps along 
these wrong roads grows the greater the longer we 
postpone the admission that wrong means will never 
enable us to gain the best possible control over human 
reaction in its many and complex variations. 

Munco DovuGtas. 


Bolton, Lancs. 


PERIODIC MEDICAL OVERHAUL 


Sir,—Sir Adolphe Abrahams (Oct. 24) considers that the 
purpose of the periodic medical overhaul is to examine 
the patient when well. If by ‘‘ well’? he means healthy, 
then by definition the medical overhaul will reveal 
nothing. If by ‘* well’? he means that the patient says 
he feels well, many diseases are symptomless in the 
early stages and many otherwise sensible people accept 
some symptoms—e.g. fatigue, cough, obesity—as normal. 
Their statement that they feel well does not mean they 
are healthy. 

My criteria for periodic medical overhaul are that 
it should be done at appropriate intervals and that it 
should be thorough. The presence or absence of symptoms 
is immaterial. 

Reigate, Surrey. ERNEST H. CaPEL. 


HYPERTHYROIDISM IN CRETINS 


Srr,—Dr. MeGirr and Dr. Hutchison (Aug. 22) say 
that, in their opinion, the terms hypothyroid, euthyroid, 
and hyperthyroid should continue to refer to the clinical 
state of the patient and should not be used to refer to 
the functional state of the thyroid gland. 

I have observed } an endemic cretin with these fune- 
tional thyroid data : 

Basal metabolic rate (B.M.R.) + 18° ; protein-bound iodine 
(P.B.1.) 8-9 ug. per 100 ml. ; serum-protein (Pullfrich) 7-2 g. 
per 100 ml. ; blood-cholesterol 105 mg. per 100 ml. ; radio- 
iodine uptake of the thyroid 87% after 2 hours, 81% after 
24 hours; follicle-stimulating hormone in urine -+ 10, — 20 
mouse units per 24 hours (Gorbman’s method) ; pregnanediol 
4-5 mg. per litre (nearly 15 days after previous recurrence). 

This patient received 20 mg. of thyroid-stimulating hormone 
(T.s.H. Armour) daily on three consecutive days, and after 
this we obtained these values; B.M.R. + 39% ; P.B.1. 9°25 ug. 
per 100 ml. ; blood-cholesterol 93 mg. per 100 ml, 


These changes show a ready secretion response of the 
thyroid to treatment with 1T.s.H. and a ready tissue 
response to the increase of thyroid secretion. 

Recently in our hospital thyroidectomy was done on a 
non-endemic-goitrous cretin, whose thyroid function 
data were : 

B.M.R. + 11%; P.B.1. 9-11 wg. per 100 ml. ; thyroid uptake 
of I'S! after 1 hour 28-8%, after 24 hours 34-1% (conversion 
ratio 60°); blood-cholesterol 133 mg. per 100 ml. Histo- 
logical examination showed many areas with indications of 
hyperfunctioning adenoma. 


Why should we not call these patients ‘ hyper- 
thyroid,’ as we call all other patients with such bio- 
chemical data ? Of course we do not judge these patients 
to have Basedow’s disease. 

Some workers suggest that the cretins we have des- 
cribed were probably hypothyroid in their early years, 
and became hyperthyroid later. 

We answer : 

1. Nearly all endemic cretins we have studied showed a 
high B.M.R., a high I!*! uptake, a high conversion rate, ready 
forming of labelled thyroxine, and a low P.B.1. But the 
P.B.I, value was never as low as in true hypothyroidism (the 
average value in 21 patients was 4-54 ug. per 100 ml.). 

2. We do not believe that their high radio-iodine uptake 
is due to a low iodine availability, because normal people, and 
the nurses eating the same food, have a normal thyroid uptake. 


1. Costa, A. Rass. biochim. sci. July, 1953, p. 189. 
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3. We cannot admit that a naeiddien so paieaiiindonn as to cause 
severe signs can later correct spontaneously and so frequently. 

4. We think we have proved that endemic and non-endemic 
cretins can be sometimes hyperthyroid. On the other hand 
the fact that their thyroid is failing to produce or to liberate 
sufficient hormone to meet the needs of the tissues is still 
not proved. 

5. According to ts views on the pathogenesis of cretinism 
ought to be revised ; these patients should not be considered 
hypothyroid because of their goitre or some functional 
impairment of their thyroid, or because they ‘‘ seem”’ to 
be hypothyroid. 


Mauriziano Hospital, 


Turin, Italy. A. Costa. 


THE DRUG BILL 


Sir,—Since I entered general practice I have con- 
scientiously learned the official names of drugs and have 
prescribed National Formulary preparations for the vast 
majority of patients, under the impression that by 
doing so I was helping to economise. I have argued 
with patients who have been used to a proprietary 
drug and I have insisted on their accepting the inferiorly 
marketed product in cases where I now find it would 
have been more economical to comply with their 
reasonable request. 

How many other reputable manufacturers I have 
slighted, directly or by implication, I do not know ; 
but as a general practitioner I beg their pardon and 
assure them that if, in their circulars, they give a clear 
statement that their product is as economical as the 
N.F. preparation in total cost, I shall try not to make 
the same mistake again. 

G. P. 


SPLENECTOMY IN ACUTE IDIOPATHIC 
THROMBOCYTOPENIC PURPURA 


Sir,—At the surgical congress held in Berlin in 1923, 
and again in 1924, I expressed for the first time the 
opinion that one should strictly discriminate, from the 
standpoint of xtiology and splenectomy, between acute 
and chronic idiopathic thrombocytopenic purpura 
(1.T.P.).1? My contention then was based partly on my 
experience in Schloffer’s clinic in Prague, where, on the 
recommendation of Kaznelson, the first splenectomies 
were performed for 1.7.P., and partly on the first 20 
published cases, and 4 additional cases of my own at the 
surgical clinic in Kiel. Of these 24 cases, 4 were of the 
acute type, and of the latter only 1 survived splenectomy. 

In 1 of the 3 unsuccessfully treated acute cases, I 
described extensive necrosis of the vertebral bone- 
marrow. I attributed the thrombopenia to this finding, 
which was later confirmed by other workers—for example, 
Schmidt in Wirzburg, Eugene Frankel in Hamburg, 
and Ghon in Prague (personal communication)—but this 
lesion was the subject of controversy at the conference of 
the German Pathological Society in 1927. No findings 
similar to mine have been described since. 

My recommendation to exclude acute case of 1.7.P. 
from splenectomy was generally adopted, and my clinical 
observations confirmed, till Anschiitz * rejected my views 
and advised early splenectomy in acute cases, on the 
assumption that they differed only quantitatively and 
not qualitatively from the chronic cases. He admitted, 
however, that the operative mortality in the acute group 
was as high as 70-80%. Nevertheless many textbooks of 
hematology and medicine nowadays adopt my view- 
point and advise against splenectomy in the acute form 
of 1.7.p. This view is supported by the recent studies of 
Stefanini and Dameshek,* who suggest that it is now 
possible to recognise certain significant differences in 


1. Engel, D. Arch. klin. Chir. 1923, 126, 156. 

2. Engel, D. Jbid, 1924, 129, 563. 

3. Anschiitz, W. Beitr. klin. Chir. 1927, 142, 1. 

4. Stefanini, M., Dameshek, W. Lancet, Aug. 1, 1953, p. 209. 
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” 


the mec acute’? and 

“chronic ’’ types of 1.7.p. They also say that an 
immediate result of these findings has been that of 
emphasising the necessity of the careful assessment of 
the clinical and laboratory features of each case of 1.7.P., 
with particular reference to its acute or chronic nature. 
This has considerable bearing on the decision whether 
and, if s0, when splenectomy should be done.’ It seems 
that these studies vindicate my opinion, expressed thirty 
years ago, that acute 1.7.p. should not be treated by 
splenectomy, in contrast to the chronic type which 
usually responds to this operation. 

One aspect of the purpura problem does not seem to be 
elarified by the latest work—namely, why females are 
predominantly affected. I used to explain this fact on 
the basis of the periodical changes that take place in the 
female vascular endothelium—changes which may be 
caused by toxins, perhaps Schick’s menotoxins, and 
which render the endothelium more vulnerable to other 
factors that operate in both sexes. I wonder whether this 
theory is still tenable. 

Kowloon, Hong-Kong. D. ENGEL. 

TREATMENT OF RHEUMATOID ARTHRITIS 

WITH PHENYLBUTAZONE 

Sir,—Since our pi appeared in your issue of 
June 20, 1953, Mr. R. G. Carpenter, F.s.s., has drawn 
our attention to an error in the value of y? in tables I 
and u. Values of x? should be : 


Table 1: x® (with 3 degrees of freedom) = 12-7 
Table 11: x? (with 3 degrees of freedom) = 7-¢ 


; 0-001 <p <0-01, 
; 0-05 <p <0-1. 


Thus, whereas the subjective assessment gives a com- 
parison highly significant in favour of the drug, the 
objective assessment shows only a suggestive difference 
between the drug and control groups. As we laid more 
stress on the subjective than on the objective assess- 
ment, we do not consider the validity of our conclusions 
to be substantially diminished. 


DEREK FREELAND 


GEOFFREY STOREY 
Department of Physical dicine, 
London MICHAEL THOMPSON. 


HYALINE MEMBRANE IN THE NEONATAL LUNG 


Sir,—1I read with interest the article by Dr. Claireaux 
(Oct. 10) which confirms the importance of hyaline 
membranes as a factor in neonatal death. I would like 
to make two comments. Firstly, aspiration of amniotic 
fluid by a foetus in utero produces uniform partial expan- 
sion of all alveoli. Should such an infant survive for 
a short period after birth, sections of the lungs show 
inspired air pressing squames and debris of the amniotic 
fluid against the alveolar walls, and the individual 
squames can usually be identified. Dr. Claireaux and 
previous workers agree that the predominant site of the 
hyaline membrane is not the alveolus but the alveolar 
duct. I think these observations make it unlikely that 
any constituent of amniotic fluid plays a major réle in 
the formation of these hyaline membranes. Secondly, 
the hyaline membrane produced experimentally in the 
rat was the result of the intratracheal injection of 1 ml. 
of concentrated hyaline material and appears to bear 
little relationship to the postulated aspiration of normal 
amniotic fluid by the foetus. 

In his comments last week Dr. Emery does not amplify 
his belief that intrapulmonary vascular changes are 
major factors leading to formation of hyaline membrane, 
but this theory does not appear to account for the 
nuclear remnants found in some lungs by Dr. Claireaux 
and myself. It may well be that hyaline membranes 
found in diverse conditions are due to more than one 
pathological ‘process. 

Memorial Hospital, 


Darlington. TREGILLUS. 
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Medicine and the Law 


Praise or Blame at Inquests 

ON Sept. 23 a coroner’s jury at Guildford, having 
inquired into a fatality caused by an accident to an 
electric train at Guildford Station, returned a verdict 
of accidental death and added a rider exonerating the 
motorman from blame. At a subsequent inquest at 
Guildford } the coroner spoke of this rider as unfortunate 
and reminded the jurors that they must not introduce 
into their verdict anything which may tend to decide the 
question 0° civil liability. 

The new Coroners Rules, which came into force on 
March 1 last, are quite clear upon this point and, though 
already familiar to coroners, may need repeated emphasis 
in any summing up to a jury. The effect of the rules is 
that the proceedings and evidence at an inquest must be 
directed solely to ascertaining: (a) the identity of the 
deceased ; (b) how, when, and where he came by his 
death ; (c) the persons, if any, who (if the findings 
warrant it) might be charged with murder, manslaughter, 
or infanticide ; and (d) the particulars required for 
registration of the death. ‘* Neither the coroner nor the 
jury shall express any opinion on any matters other 
than those referred te’? in the foregoing provision, 
though an exception may be made for any recommenda- 
tion designed to prevent the recurrence of similar 
fatalities. ‘‘ No verdict,’’ moreover, “* shall be framed in 
such a way as to appear to determine any question of 
civil liability.”’ 

This restriction follows the recommendation of the 
council of the Coroners Society in the draft Rules of 
Procedure of 1937. Chapter vu of the report of Lord 
Wright’s Committee had drawn attention in the previous 
year to the apparently growing practice whereby inter- 
ested parties made use of an inquest in order to elicit 
facts which might bear on civil liability but which were 
strictly irrelevant to the issue before the coroner. The 
committee had been told that parties were frequently 
represented at inquests with a view to securing a rider 
exonerating the person concerned or placing the blame on 
someone else. The advocates, said a witness from the 
Law Society, seemed to be turning the coroner’s inquest 
into a county court or High Court and raising small 
questions of negligence which might bear on the award 
of damages, thus prolonging the proceedings at an 
inquest and covering unnecessary ground. <A_repre- 
sentative of the county chief-constables quoted a coroner 
as saying that inquests were ‘ becoming happy hunting- 
grounds for gentlemen who come here to pick up 
material on the chance of getting damages out of one 
party or another ’’—clearly an abuse of the coroner’s 
court. 

As the Wright Committee observed, the coroner’s 
court is not equipped for such an inquiry. The Home 
Oflice had cited a case in which a coroner had given 
directions to a jury on a question of workmen’s compensa- 
tion law-—whether a fatal accident did or did not arise 
“in the course of the workmen’s employment.’ The 
Ministry of Pensions had given evidence of inquests 
being allowed to diseuss the extent to which war service 
had contributed to the death. In a subsequent chapter 
the Wright Committee laid similar emphasis on the need of 
avoiding verdicts or riders of censure or exoneration. It 
was contrary to natural justice that persons might find 
themselves condemned in proceedings to which they 
were not parties and in which their conduct was not 
in issue. 

Medical practitioners who happen to be summoned as 
witnesses at an inquest will note the significance of the 
new rules. They may be saved a protracted examination 
on some question of civil negligence. 


1. Times, Oct, 14. 
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ROBERT TENNENT 
M.B. Glasg., F.R.C.S.E. 

The death of Mr. Tennent in Stirling on Oct. 9 has 
deeply affected a wide circle of friends. 

He was born in Strathaven in 1890 and received his 
early education at Hamilton Academy, of which he was 
a distinguished pupil. From the University of Glasgow 
he graduated with honours in 1914, a few months before 
the outbreak of the first world war, throughout which 
he served in the Royal Navy. He was granted leave 
to take the fellowship of the 
Royal College of Surgeons of 
Edinburgh and this he did in 
1917. After the war he was 
appointed to the staff of the 
Royal Hospital for Sick Chil- 
dren, Glasgow, where he was 
junior to the late Mr. Alexander 
MacLennan, whom he also assis- 
ted in private practice. His 
appointment to the Victoria 
Infirmary soon followed, and 
there, after some years as first 
assistant to Mr. R. B. Carslaw, 
he was given charge of wards 
in 1927 at an unusually early 
age. Making this his chief 
interest and regretfully dis- 
continuing his work at the 
Sick Children’s Hospital, he 
entered into a period of very 
active hospital and private practice, terminated by his 
resignation in 1949, the end of his long and happy 
association with the Victoria being forced upon him by 
failing health. 

In 1924 he accepted the invitation to become visiting 
surgeon to Falkirk Infirmary, and his connection with 
this hospital was also a very happy one; he shared 


{Annan, Glasgow 


; 
the responsibility and credit for the planning of the 
Royal Infirmary which was opened there in 1932. It 
was therefore understandable that he should continue 
to do some work there even after his retiral from practice 
in Glasgow. 

Tennent’s work in the Victoria Infirmary earned for 
him in Glasgow and throughout the West of Scotland a 
reputation for work of the highest quality, particularly 
in the fields of abdominal and thyroid surgery ; in the 
latter he achieved particular eminence, and it is regret- 
table that he did not live to carry out his intention of 
publishing his results. Although he latterly tended to 
be more circumscribed he was so much the general 
surgeon that any new method received consideration 
and underwent trial at his hands; he had been, for 
example, one of the first in this country to use the 
Harris technique for prostatectomy. Above all, Tennent 
was characterised by a dexterity and gentle-handedness 
which gave him results surpassed by few. He was a 
surgeon who could make surgery look easy, and his 
celerity, combined with a natural aptitude for work, 
made his life exceptionally full and busy. 

Tennent taught well and was for many years a clinical 
lecturer in surgery to the university, and in his later 
years examined for the final M.B., CH.B. Probably the 
unofticial teaching which he did as an assistant surgeon 
gave him the greatest pleasure. For many years he 
gathered round him on Saturday mornings a large number 
of ftinal-year men, and his ward rounds then were @ 
delight. Many a student learned as much surgery from 
his informal, anecdotal talks as from a series of more 
sedate clinics, and these tutorials will live long in the 
memories of those who attended them. He must have 
been a most kindly examiner, and it is difficult to imagine 
any candidate being other than at ease with him; and 
it is equally difficult to believe that his intuitive assess- 
ment of a man was wrong if he considered him a good 
future doctor. 

In spite of all his activities, Tennent found time for 
many interests apart from his profession. Angling was 
his first love, and he knew intimately most of the rivers 
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of his native country; his friends were legion among 
countrymen in all walks of life. His love of country 
things and country folk was exemplified by his wide 
knowledge of Scots ballads, which his retentive memory 
enabled him to recite freely and it was another of his 
Scots attributes that he could quote the Old Testament 
at length and with accuracy. 

Robert Tennent was a fine surgeon; he was also a 
fine man, and this side of his character was most impres- 
sive to those who were so fortunate as to be his friends. 
lie was generous to a fault, and his help was always 
available to patient and colleague alike at no matter 
what sacrifice of his time and energy. Many young men 
owe their start in general practice and surgery to the 
unselfish help given by him. : 

The second world war made increasing demands on 
him at a time when normally he might have been 
expected to begin to enjoy more leisure. These demands 
were met in full but only at a cost, and in 1947 came 
the first signs of the vascular disorder which made it 
necessary for him to modify his activities. Shortly after 
this he went to live in Dunblane and gradually made 
his severance from Glasgow well-nigh complete. 

He leaves a widow, three daughters and two grand- 
children, of whom he was exceedingly proud. He will 
be remembered with gratitude by many, with affection 
by many, whether they knew him as the surgeon, the 
friend, or as both. 

J.P. G. 


WILLIAM ELDON TUCKER 
B.A., M.B. Camb., F.R.C.S. 


Dr. Tucker died on St. Luke’s Day, Oct. 18, at the 
age of 81, in Bermuda, where he had practised for nearly 
half a century. 

From Bermuda he went to school at Port Hope in 
Canada where he was a classical scholar and head of the 
school. In 1891 he came to this country to study 
medicine at Caius College, Cambridge. He soon won fame 
in the Rugby world, playing for Cambridge and England. 
Even in the 1920s many of the college servants remem- 
bered his feats of strength, for he had gained the 
reputation of being, among other things, one of the 
strongest men ever to be at the Varsity. He captained 
the Cambridge XV in 1894, the same year as the late 
G. M. Carey captained Oxford, and the result was a draw. 
Both men played in the England team together with 
such great players as A. F. Todd, 8S. M. J. Woods, and 
Frank Mitchell, and were firm friends. It was a coin- 
cidence that Carey and Tucker were born on the same 
day, Aug. 17, \872, the one in the island of Guernsey 
and the other in the island of Bermuda. 

Tucker qualified in 1899 and held house-appointments 
at St. George’s Hospital until 1902 when he returned to 
Bermuda and started in general practice. Before his 
arrival only two major operations were known to have 
been performed in the islands. Through his efforts, 
however, and those of the late Dr. Trott, several hundred 
major operations were performed at the hospital each 
year. 

During 1914-19 he acted as surgeon to the Military 
Hospital, Bermuda. On one occasion, when a ship-load 
of frost-bitten West Indian troops arrived from the 
North in winter, he performed about 150 amputations 
within a month. As motor-cars for general use were 
not permitted in Bermuda until 1947, he visited his 
patients either on horseback, bicycle, or horse-drawn 
carriage. 

As a practitioner of the old school he was loved and 
respected throughout the islands. Although he was a 
man of strong personality and definite views, thanks to 
his gentleness and frankness he made few enemies but 
many friends. In later life he became crippled with 
osteo-arthritis, and in 1949 he had to retire from practice, 
but he bore his disabilities with a stout heart. The Royal 
College of Surgeons of England conferred their fellowship 
on him in April this year, and with great pride he made 
the journey over by air to receive the honour, which put 
the seal on his full and useful life. 

He leaves a widow, two daughters, and two sons, one 
of whom is Mr. W. E. Tucker, F.R.C.s. 
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Sir EWEN MACLEAN 

Sir William Fletcher Shaw writes: 

I have a vivid recollection of seeing Sir Ewen Maclean for 
the first time when I was taken, as a visitor, to a meeting 
of the Representative Body of the B.M.A. in Liverpool during 
the stormy time of the Lloyd George National Insurance 
campaign. His tall, slim, gracious figure, with the long 
Scottish head and marked features and the pleasant clear 
voice, seemed almost boyish, but he knew his subject back- 
wards, and had complete control of what might have been 
a very unruly meeting: if I remember rightly, it was after 
the Smith-Whittaker resignation. I was much impressed, but 
little thought at that time how well I was to know him later. 
My first personal contact was at the end of the first war, 
when I was elected a member of the Gynecological Visiting 
Society. In this band of friends he was one of the leaders ; 
always full of fun and ready to laugh at a joke against himself ; 
an attractive after-dinner speaker who was popularly supposed 
to act up to the motto ** Where [ dines I speaks”; never 
ruffled, always kindly and friendly to juniors. I found his 
most attractive feature in his readiness to discuss any 
subject about which there was a difference of opinion 
never didactic or blustering, always wishful to convince by 
pure reason. 

It was this feature which made him so valuable to the Royal 
College of Obstetricians and Gynecologists in its formative 
and early days. He was one of the four who formed the. first 
committee to explore the possibilities of its foundation. In 
those days, perhaps, he contributed the least, largely because 
so much had to be done by correspondence, and he never 
wrote long letters, at any rate to me, hor would he employ 
a secretary ; but he attended every meeting and turned clear 
common sense on to-‘every proposal. Towards the end of this 
formative period and during the first three years of the 
life of the college, when we were torn by personal dissension, 
he was invaluable. I had become honorary secretary and the 
recipient of stormy correspondence from all sides, often 
fearing that the next meeting would blow the fragile nursling 
sky-high ; my one anxiety was to have Maclean present, the 
one always to be relied upon never to lose his temper or to 
use an expression which would irritate either side, but 
talking horse sense until both sides saw it and the storm 
quietened, 

He became president himself at a fortunate period for the 
college when his peculiar gifts had full play. Personal quarrels 
had now disappeared, and, even more important, under the 
presidency of his predecessor,eFairbairn, the friction between 
London and the rest was finally settled and the college was 
ready to bound forward again and to earn its charter and the 
title Royal.” 

His gracious manner, attractive appearance and able 
speaking, his love of people, and his large acquaintance with 
public men from his former position in the B.M.A,. and through 
his brother Sir Donald Maclean, were just what the college 
required to bring it into public notice. During this period 
the Minister of Health, for the first time, formed a small 
advisory committee which Maclean was asked to join. Since 
then, whatever form this committee has taken, his successors 
as presidents have been members ; but I always thought this 
first invitation was due as much to his personal qualities as 
to his office. So, too, he laid the foundations for the ‘* Royal ” 
and the charter, neither, unfortunately, arriving during his 
presidency—the ** Royal” only two months after he had 
laid down office and the charter only in 1947, because the war 
intervened just as it was on the point of being granted. But 
they were really won in his time. 

The three years of his presidency was perhaps the happiest 
period of my secretaryship ; he was so easy to work with, 
never any personal rancour, all differences of opinion discussed 
in a friendly atmosphere and a via media found, no desire for 
personal aggrandisement, always the good of the college. We 
dined together in London most weeks and settled our line of 
action in the many problems which arose, and not once was 
there the slightest jolt to our friendly coéperation. During 
the five years of my presidency he remained on the council. 
This was the difficult period of the early war years, with 
completely new problems and new contacts. He was a tower 
of strength on which I could rely, never usurping the position 
he had just vacated, always ready with shrewd helpful advice. 

Others will write of his many other activities. I record 
merely what the college as a whole, and what I personally, 
owe to him. A great gentleman and a true friend. 
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Notes and News 


« FROM MYSTERY TO MASTERY 


Or the five Heath Clark lectures on Man’s Mastery of 
Malaria given this week at the London School of Hygiene 
and Tropical Medicine by Dr. Paul F. Russell, of the Rocke- 
feller Foundation, the first was on Monday when Sir Neil 
Hamilton Fairley, F.R.s., presided over a large gathering. 
Dr. Russell admitted that his title was optimistic, for malaria 
still does immense damage to mankind; but he hoped it was 
not too exuberant: the word mastery implied power to 
defeat the disease and therefore responsibility for its control. 

Devoting his first lecture to the etiology of the disease, he 
said that, when man first appeared, the mosquito was already 
a well-established form of life and had probably already 
formed its partnership with the protozoon. Prehistoric man, 
at least in some warmer regions, almost certainly suffered 
from malarial ague, and the disease was to be found in the 
early historic records of Egypt, India, and China. Hippocrates, 
who described the quotidian, tertian, and quartan fevers, 
associated the disease with marshy districts: he did not spot 
the intermediary mosquito ; but, on the other hand, some 
physicians today had their eyes so firmly fixed to microscopes 
that they could not see the significance Hippocrates noted 
in “airs, waters, and places.” The word malaria (bad 
air) was used in Italy during the Middle Ages, by doctors and 
laymen alike, for the cause of intermittent fevers—not for 
the illness itself. In some parts of Italy the alternative 
cattivaria was used, but malacqua (bad water) never had wide 
currency. The miasma from swamps, and even from hill 
streams, was held responsible for the fever, and as early 
as the Ist century B.c, a Roman writer had spoken of the 
noxious effects of small creatures, invisible to the human eye, 
which come out of the marshes. Various writers were puzzled 
by the regular rhythm of the fever, which made it clinically 
unlike an ordinary toxic or inflammatory state and more 
suggestive of a living multiplying organism. Before 1831 
Rasori had scored a bull’s eye with his account of the behaviour 
of this hypothetical organism. 

In the laboratory, examination of the blood showed granules 
of ‘‘ malaria pigment,” and the malaria parasite was in fact 
probably seen by Meckel, Delafield, and others. In 1876 Joseph 
Jones, in New Orleans, recognised malarial blood on a stained 
garment and claimed that by examining the blood he could tell 
that the patient was in a paroxysm of malaria. Laveran made 
his conclusive observations in 1880, but they were not 
generally accepted for some years. Thus at a meeting in the 
United States in 1886 Osler expressed grave doubt about 
Laveran’s bodies being the cause of malaria; but he was 
shaken by the discussion, deferred his Canadian holiday, 
found the crescentic forms, and declared that he had 
been taught the folly of scepticism based on theoretical 
considerations. 

But still nobody knew exactly how natural infection with 
malaria occurred, Over the centuries, the inhabitants of parts 
of Italy and Africa had associated fevers with mosquitoes and 
even (as Richard Burton reported in 1856) with cheir bites. 
Lancisi in 1719 thought that insects from the marshes possibly 
conveyed to man their own bad humours. It was in April, 
1894, that Patrick Manson, walking along Oxford Street, 
told Ronald Ross of his theory that mosquiives carry malaria 
parasites just as they carry filarie. This was 14 years after 
Laveran’s discovery, but Ross, working in che tropics, had 
never seen malaria parasites till Manson showed them to him ; 
for the use of microscopes in the tropics was negligible till 
this century. Ross now went back to India—with a micro- 
scope and great zeal, but with little knowledge either of the 


literature or of the mosquito. His observations, and those of 


Grassi in Italy, provided the conclusive proof. And recently, 
said Dr. Russell, the studies of Prof. H. E. Shortt and Prof. 
P. C. C. Garnham at the London School of Hygiene and 
Tropical Medicine had brought the etiological story to a 
climax. The malaria parasite could now be followed (but 
for a few small hiatuses) from the mosquito’s beak, through 
the human body, and back into the insect. 

The last of Dr. Russell's five lectures, entitled Malaria 
and Society, is being given at the school today, Friday, 
at 5.30 P.M. 

VIRUSES IN MEDICINE 

THE current issue of the British Medical Bulletin deals 
with viruses in medicine. Dr. C. H. Andrewes introduces the 
volume and points to the many important advances made in 


NOTES AND NEWS 
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this field by British workers. Sir Macfarlane Burnet contri- 
butes an article on the ecology of virus diseases, contrasting 
those which produce life-long immunity with those in which 
repeated or persisting infections occur. Prof. Wilson Smith 
shows how simple viral immunology can be, and Dr. E. W. 
Hurst indicates the difficulties confronting anyone working 
on the chemotherapy of virus diseases. Dr. Forrest Fulton 
complains that in the hierarchy of those who work with viruses 
it is customary to allot a very humble place to the craftsmen 
who concern themselves with the minutize of technique. But 
the editors of the bulletin cannot be accused of doing so, for 
they have rightly given prominence to Dr. Fulton’s article on 
techniques used in the study of viruses. Apart from these 
general topics, there are articles on specific virus diseases : 
smallpox and related infections (Prof. A. W. Downie and 
Dr. A. Macdonald); recent advances in poliomyelitis (Dr. 
A. J. Rhodes) ; Coxsackie viruses (Dr. J. O'H. Tobin) ; the 
common cold (Dr. C. H. Andrewes) ; the viruses of epidemic 
influenza (Dr. A. Isaacs) ; mumps (Prof. E. T. C. Spooner) ; 
yellow fever considered as a problem in epidemiology (Dr. 
G. W. A. Dick); infective and serum hepatitis (Dr. F. O. 
MacCallum); the  psittacosis-lymphogranuloma group of 
viruses (Prof. S. P. Bedson); Q fever in this country (Dr. 
M. G. P. Stoker) ; the postinfection encephalitides (Dr. E. W. 
Hurst) ; and veterinary diseases of medical interest (Dr. A. W. 
Gledhill). 


THE MAGNUSON REPORT 


Last year the report of the Presidential commission on 
the health needs of the United States was presented by the 
chairman, Dr. Paul B. Magnuson. Vol. 1, giving the findings 
and recommendations of the commission, was published 
last December.! Volume v has now appeared,? and sets out 
the testimony of witnesses at regional public hearings in 
8 large cities in the United States. The narrative is presented 
under the headings of the Consumer of Medical Services ; 
Professional Groups; Medical Care, its Provision and 
Payment; Professional Education ; Health Problems Voiced ; 
and Rebuilding Health and Usefulness. There are also lists 
of witnesses, case-histories, and a useful index, 


DEFECTIVE OR DEAF 


Many children who are born deaf or become deaf at an 
early age—and especially if they develop emotional disturb- 
ances as a result—are certified as mentally defective and 
remain in institutions for the rest of their lives. Dr. Louis 
Minski, whose annual report from Belmont Hospital draws 
attention to their fate, describes a small unit which he has set 
up for the study of such children. 

The unit has been financed for a year by the South-West 
Metropolitan Regional Board, from their research funds, and 
King Edward’s Hospital Fund for London have given a grant 
towards the equipment—including such things as audiometers, 
gramophones, and headphones. The unit opened last March, 
taking six children. Miss Edith Whetnall, who besides being 
an aural surgeon is an authority on deafness, is taking part 
in the work, and Dr. Minski supervises the clinic from the 
psychiatric point of view. The team includes, besides an 
electro-encephalographer, a psychologist, a teacher of the 
deaf, a mentally trained nurse, and four children’s super- 
visors ; and it also has the help of the occupational therapist. 

Such misdiagnosed children, being unable to speak, give a 
picture very like mental defect. Yet if their disability had 
been diagnosed early they would have responded to training 
in schools for the deaf, and have been able to live normal 
lives. In the unit, the six chosen patients are studied psycho- 
logically and also by encephalography, psychogalvanometry, 
and audiometry. Their response to teaching and routine 
supervision is also recorded. The aim is to devise tests which 
will distinguish the mentally defective from the deaf; and 
which also, no doubt, will measure the degree of mental 
defect in those who have both disabilities. This, of course, will 
take some time ; but meanwhile the team have been encour- 
aged to find that the brightest child in the group, a boy of 9 
who has already spent six years in an institution for mental 
defectives, is merely deaf and not mentally defective at all. 
A practical problem is that a child like this needs intensive 
education, to help him to make up his leeway, before he is 


1. Lancet, 1953, i, 388. 

2. Building America’s Health: a report to the President by the 
President’s Commission on the Health Needs of the Nation. 
Vol. v. The People Speak—Excerpts from Regional Public 
Hearings on Health. Pp. 521. U.S. Government Printing 
Office, Washington. 
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able to benefit from the teaching in an ordinary school for the 
deaf. Dr. Minski suggests that a special school is needed for 
such children, where they can be given more individual and 
intensive training than is possible in a school for the deaf. 
The regional board are approaching the Ministries of Health 
and Education about the possibility of providing such a school. 
Certainly children so unnecessarily handicapped need some 
special consideration and help. 


NEW MEDICOLEGAL JOURNAL 


THE Journal of Forensic Medicine,’ a new quarterly 
sponsored by the Medico-Legal Society of Johannesburg 
and edited by Dr. H. A. Shapiro, is intended to serve an 
international need by providing space for papers on those 
diverse and apparently unrelated fields of scientific inquiry 
which together constitute forensic medicine. An editorial in 
the first number suggests that the present dispersal of papers 
on this subject is undesirable and interferes with their ready 
appraisal by those who can appreciate their medicolegal 
significance. 

The first number comprises eight papers. K. M. Bowden, 
of Melbourne, writing on Sudden or Unexpected Deaths in 
Infancy, analyses 320 such cases, 216 of which were of patients 
under the age of one. Acute infection of the respiratory tract, 
a common cause of death, may be readily overlooked if the 
lung parenchyma is the only portion selected for histological 
study, for disease may be confined in early cases to the larger 
bronchi. Acute epiglottitis or acute laryngitis may be respon- 
sible for extremely rapid death from intense inflammatory 
swelling. In 27 cases (8-4% of the total) a non-specific acute 
myocarditis was found ; this might have been overlooked had 
not the tissue been examined histologically. Widespread 
myocarditis was found in one baby who died on the first 
day of life, so it was concluded that the disease had been 
present in utero. Two episodes of acute non-specific myo- 
earditis were observed in Melbourne—the first in 1949-50, 
at the time of an outbreak of poliomyelitis, and the other 
in 1952. This disorder has also been found in association 
with inflammatory changes in the meninges (meningomyo- 
carditis) and with inflammatory changes in the upper part of 
the respiratory tract. 

Lester Adelson, of Cleveland, Ohio, discusses Possible 
Neurological Mechanisms Responsible for Sudden Death, 
while there are valuable papers on the Estimation of Stature 
from the Long Bones by E. N. Keen, of Cape Town, and 
on the Estimation of Age from Cranial Sutures by Ronald 
Singer, of Cape Town. I. Princloo, of Durban, reports how the 
skeletal remains were successfully identified in the Howick 
Falls Murder Case; while E. O. K. Harwood, of Pretoria, 
shows how circumstantial, yet completely damning, evidence 
was obtained in a case of murder by identification of a 
denture. 

This journal will surely be welcomed by forensic patho- 
logists, and possibly also by authors and readers of crime 
fiction. 


University of Cambridge 

Dr. Sven Moeschlin, of the University Medical Clinic, 
Zirich, will deliver a lecture on Friday, Nov. 20, at 4.30 P.M., 
at the Department of Pathology, Tennis Court Road. He 
is to speak on Immunological Aspects of Agranulocytosis. 


On Oct. 17 the degrees of M.B., B.CHTR. were conferred on 
G. G. K. Parsons. 


University of Leeds 

Dr. Andrew Bogdan has been appointed senior registrar 
and tutor in pediatrics ; and Dr. I. Bruce has been appointed 
lecturer in the department of anesthetics. 


University of Glasgow 

Dr. T. J. Honeyman, F.R.F.P.S., director of Glasgow Art 
Galleries, has been elected rector of the university. Dr. 
Honeyman graduated M.B. at the university in 1916 and 
practised medicine until 1929. 


Royal College of Physicians of London 

Prof. E. J. Wayne will deliver the Bradshaw lecture on 
Thursday, Nov. 12, at 5 p.m., at the college, Pall Mall East, 
London, 8.W.1. He is to. speak on the Diagnosis of Thyro- 


toxicosis. 


1. Published by Juta & Co. Ltd., P.O. Box 30, Cape Town. 42s. 
per annum; 12s, 6d. per copy. 


NOTES AND NEWS 


joct. 31, 1953 945 


Royal College of Surgeons of Edinburgh 

At a meeting of the college held on Oct. 21, with Prof. 
Walter Mercer, the president, in the chair, the following were 
admitted to the fellowship : 

Festus Olaniyi Adewole, Maqbool Ahmad, Derk Crichton, 
A. B. McL. Currie, Eli Davidowitz, K. R. Daymond, L. P. Eaton, 
Fazal EKlahi, J. M. Foreman, Toufic Elias Haddad, Shaikh Abdul 
Hamid, J. M. Hastings, Harry Kee, Herman Klein, Polavaram 
Lakshmipathy, William Markkanen, Mithlesh Kumar Mehra, 
Nurgesh Darashaw Motashaw, Hugh H. Neifield, Kame] Mohamed 
Said, Ganga Prasad Srivastava, N. L. Stokoe, E. R. Treasure, 
Mohsin Ali Vali, G. S. Watson, J. B. R. Wells, A. O. Wilson, 
C. G. Wilson, Abdullatif Ibrahim Yashruti. 


Royal College of Physicians of Ireland 

At the annual meeting of the college on Oct. 19, Dr. Edward 
T. Freeman was elected president, and Dr. J. A. Wallace 
vice-president. 


Royal Society of Medicine 


On Oct. 20 the gold medal of the society was presented to 
Sir Gordon Holmes, F.R.s. 


Alfred Adler Medical Society 

At a meeting at 8 p.m. on Thursday, Nov. 12, at 11, Chandos 
Street, London, W.1, Dr. T. F. Cotton will speak on the 
Psychological Element in Cardiac Disease. 


Research Defence Society 

Sir James Learmonth will deliver the Stephen Paget 
lecture at a meeting of this society at University College, 
Gower Street, London, W.C.1, on Thursday, Nov. 19, at 
5.30 P.M. He will speak on the Surgeon’s Debt to Animal 
Experiment. 


Institute of Dermatology 

The institute is holding a series of semipermanent exhibitions 
during the winter course, in conjunction with the department 
of medical illustration of the Hospital for Sick Children. 
The second of the series is by Dr. J. A. Dudgeon, on Virus 
Diseases of the Skin, and will be held from Nov. 2 to 24. 


Royal Society 

Mr. Kenneth M. Smith, F.r.s., will deliver the Leeuwenhoek 
lecture at the society, Burlington House, Piccadilly, London, 
W.1, on Thursday, Nov. 5. He will speak on the Behaviour 
of Certain Viruses in their Hosts and of their Development 
in the Cell. On Thursday, Dec. 10, Sir Francis Walshe, 
F.R.S., will deliver the Ferrier lecture on the Contribution 
of Clinical Observation to Cerebral Physiology. Both lectures 
are at 4.30 P.M. 


College cf General Practitioners 

The first annual general meeting will be held on Saturday, 
Nov. 14, at 2 p.m., in the great hall of B.M.A. House, Tavistock 
Square, London, W.C.1. Foundation membership and asso- 
ciateship will close on that day. 

The agenda for this meeting and the first annual report 
of the college were despatched to all members and associates 
on Oct. 23. Any member or associate who has not received 
them is asked to communicate with the Secretary at 14, 
Black Friars Lane, E.C.4. 


Increased Number of School Dentists 

There are now more dentists in the school dental service than 
there were before the introduction of the National Health 
Service in July, 1948. Miss Florence Horsbrugh, the Minister 
of Education, speaking at the annual dinner of the Society of 
Medical Officers of Health in London on Oct. 22, said that 
by January, 1948, the number of dentists in the school dental 
service had risen to the equivalent of 921 full-time dentists ; 
but by January, 1952, it had fallen again to 713. Today the 
figure was 928. This was an encouraging improvement ; but 
she wanted a larger school dental service, and the Education 
Act, 1953, had made clear to local education authorities their 
duty to provide such a service with comprehensive facilities 
for treatment. 


Leeds Old Students’ Dinner 

The annual dinner of past and present men students of the 
School of Medicine of the University of Leeds will be held 
at the Hotel Metropole, Leeds, on Friday, Nov. 27, at 7.30 P.M. 
when Sir Henry Cohen will be the guest of honour. Tickets 
may be had from the hon. secretary, D. A. Youdale, the 
Medical School, Leeds, 2. 
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OF THE WEEK—APPOINTMENTS 
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Royal Sanitary Institute 

At a meeting of this institute to be held at Dudley Town 
Hall on Friday, Nov. 27, at 10.15 a.m., Dr. Hugh Paul will 
speak on Infectious Disease—the New Look. 


Foot Health 

This subject has been chosen for the annual seminar of the 
Central Council for Health Education for 1954. The seminar 
will be held at St. John House, Collingham Gardens, London, 
S.W.5, from Feb. 23 to 27. The programme will include a 
lecture by Mr. T. T. Stamm on Foot Function. Further 
particulars may be had from the secretary of the council, 
Tavistock House, Tavistock Square, W.C.1. 


Christian Medical Fellowship 

At a meeting of this fellowship to be held at B.M.A. House, 
Tavistock Square, London, W.C.1, on Monday, Nov. 2, at 
7.45 p.m., Dr. Robert Cochrane will open a discussion on 
Leprosy and its Challenge to Christianity. 

The fellowship is also holding a house-party at Rustington 
Hotel, Sussex, from Nov. 20 to 23. The main theme will be 
Is It My Concern ?—a Consideration of the Christian in 
Medical Practice. The speakers will include Dr. Margaret 
Edmunds, Mr. Gerald Golden, Dr. T. S. Goodwin, Dr. J. D. 
Griffiths, Dr. H. Julyan Hoyte, and Dr. W. B. Young. Further 
particulars may be had from Mr. L. A. H. Snowball, Wakefield 
House, Compton Street, Eastbourne. 


The British Pharmacopeia 1953 


On Wednesday, Nov. 4 at 7.30 P.m., at the house of the 
Pharmaceutical Society of Great Britain, 17, Bloomsbury 
Square, London, W.C.1, Mr. T. C. Denston, PH.c., secretary 
of the British Pharmacopcia Commission, will give the first 
of a series of five lectures on the new Pharmacopw@ia., Other 
speakers will be Prof. W. H. Linnell, p.sc. (Nov. 12), Prof. 
H. Berry, F.R.1.c. (Nov. 18), Prof. A. D. Macdonald, m.p. 
(Dec. 2), and Dr. A. A, Miles, F.R.c.P. (Dec. 10), 


Commission on Divine Healing 


The Archbishops of Canterbury and York have appointed 
a commission on divine healing.' It will consider the theo- 
logical, medical, psychological, and pastoral aspects of divine 
healing ; and it will aim to provide a report which will guide 
the Church to a clearer understanding of the subject, which 
will help the clergy in the exercise of the ministry of healing, 
and which will encourage increasing understanding and 
coéperation between them and the medical profession. The 
medical members of the commission are Dr. J. A. Hadfield, 
Dr. Ronald Henson, Dr. Ronald Cove-Smith, Prof. Alan 
Moncrieff, Sir James Paterson Ross, Dr. Denis Brinton, and 
Dr. David Stafford-Clark. Communications should be 
addressed to the secretary, Lambeth Palace, London, S.E.1 


1. Times, Oct. 21, 1953. 
UNIVERSITY OF LONDON 
Diary of the Week 5 pm. (1, Wimpole Street, W.1.) Prof. F.C. Ormerod; 


nov. 1 TO 7 


Monday, 2nd 
POSTGRADUATE 


MepicaL ScHooL oF LONDON, Ducane Road, W.12 
Dr. 


William Evans: Electroc ardiogram in Cardiac Pain. 
Eye Hospira, St. George’s Circus, S.E.1 
5.30 PM. Miss J. 


M. Dollar: Management of Diseases of Uveal 
Tract. 


Tuesday, 3rd 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
5pm. Mr. H. A. Haxton: Sympathetic Supply of Upper Limb. 
(Arris and Gale lecture.) 


BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 pm. (London School of Hygiene and Tropical Medicine, 
Ke oie Street, W.C.1.) Prof. E. J. King, pu.p.: Alkaline 
and Acid Phosphatases. 
Socrery oF MEDICINE, 1, Wimpole Street, W.1 
8.30 p.m. Section of Orthopaedics. Dr. R. O. Murray: Cystie 
Tuberculosis of Bone. Mr. P. Jackson: Treatment of 
Opposition Paralysis of Thumb. Mr. B. J. S. Grogono : 


Injuries of Atlas and Axis. 
INSTITU TE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 
W.C.2 
5.30 pM. Dr. J. A. Dudgeon : 
West END HosprIraL FOR 
Lane, W.1 
5.30 pM. Mr. Colin Edwards : 


Wednesday, 4th 


SocieTy OF APOTHEC anes or LONDON, 
Victoria 4 
Dr. J. B. 
8.15 p.m. Dr. F. Lee Lander : 
POSTGRADUATE MEDICAL 


Viral Diseases of $ 


Skin 
NrRVoUS DISEASES, 40, Mary lebone 


Neurological demonstration. 
Black Friars Lane, Queen 
Management of Inoperable Malignant 


Asthma and its Treatment. 
SCHOOL OF LONDON 


2pm. Dr. F. V. Flynn: Na and K Metabolism. 
Roy AL SocieTy OF MEDICINE 
5.15 p.m. Section of History of Medicine. Prof. Ludwig Edelstein : 
History of Greek Medical Empiricism. Sir Zachary Cope: 
Great Windmill School of Anatomy. 
8 p.m. Section of Surgery. Dr. J. F. Nuboer (Utrecht), Mr. 


Philip Allison : 
RovAL INSTITUTE 
Place, W.1 
Lord Amulree ; 
> OF DERMATOLOGY 
5.30 pM. Dr. Dudgeon : 
INSTITUTE OF U sari 10, Henrietta Street, W.C.2 
Spm. Mr. A. R. C. Higham: Enuresis. 
MIDLAND MEDICAL 
8.15 pm. (Birmingham Medical Institute, 154, 
Street, 3.) Be 
Harmful to Man ? 
MANCHESTER MEDICAL SOCIETY 
4.30 p.m. (Medical School, University of Manchester.) Section 
of Medicine. Dr. Denis Williams: Inquiries into Cerebral 
Basis of Temperament and Personality. 
MrEDICO-CHIRURGICAL SOCIETY OF EDINBURGH 
8.30 P.M. (Royal College of Surgeons, 18, 
Edinburgh.) Dr. A. Stewart Henderson, Dr. R. E. Verney : 
Problems of Student Health. (Joint meeting with Royal 
Medico-Chirurgical Society of Glasgow.) 


Thursday, 5th 


COLLEGE OF GENERAL PRACTITIONERS 
5.45 p.m. (14, Black Friars Lane, E.C.4.) Dr. Geoffrey Barber : 
Common Ailments met in General Practice and Seldom 
Seen in Hospitals. 


Carcinoma of Cardiac End of Stomach. 
or PuBLIC HEALTH AND HYGIENE, 28, Portland 


Geriatrics. 


Viral Diseases of Skin. 


Great Charles 
Gileoa : : Is Coaledust 


Nicolson Street, 


Management of Cancer of Larynx. 

ROYAL MEDICO-PSYCHOLOGICAL 
2.15 pm. (1, Wimpole Street, 
and the Law. 


(Semon lecture.) 
ASSOCIATION 
W.1.) Earl Jowitt: 
(Maudsley lecture.) 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 pM. (London School of Hygiene and Tropical Medicine.) 
Dr. P. M. F. Bishop : Physiological Action of Sex Hormones. 
INSTITUTE OF CHILD HEALTH AND INSTITUTE OF NEUROLOGY 
5.30 pM. (National Hospital, Queen Square, W.C.1.) Dr. E. A. 
Carmichael: Hemiplegia. 
INSTITUTE OF OBSTETRICS AND GYNAECOLOGY 
3.30 p.m. (Queen Charlotte’s Hospital, Goldhawk Road, 
Prof. A. A. Claye: Forceps in Present-day Practice. 


Friday, 6th 


POSTGRADUATE MEDICAL SCHOOL OF LONDON 
4 pM. Prof. Melville Arnott: Peripheral Vascular Disease. 
ROYAL SOCIETY OF MEDICINE 
10.30 a.m. Section of Otology. Mr. R. 
of British Otology. (Presidential address.) 
2.30 pom. Section of ag oo Mr. C. P. Wilson: Lateral 
Cysts and Fistule of the Neck. (Presidential address.) 
5.30 P.M. Section of Anesthetics. Prof. R. R. Macintosh: The 
Anesthetist Abroad. (Presidential address.) 
RoyaL EYE HospiraL 
4.30 P.M. Mr. A. J. Cameron: 
Detachment Surgery. 
INSTITUTE OF DERMATOLOGY 
5.30 pM. Dr. Brian Russell : 


Saturday, 7th 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330 


11.30 a.m. Prof, E. Luscher (Basle) 
Nose and Throat Diseases. 
INSTITUTE OF OBSTETRICS AND GYNACOLOGY 
NOON. (Hammersmith Hospital, Ducane Road, 
Stallworthy : Genital Tuberculosis. 


Medicine 


W.6.) 


R. Simpson: Heritage 


Recent Advances in Retinal 


Pyogenie Infections. 
, Gray’s Inn Road, 
Psychical Factors in Ear, 


W.12.) Mr. J. 


Appointments 


HELLINGS, PAMELA, M.B. Brist., I 
Norwich Hospitals. 

HULME, ALLAN, B.A., M.B. Camb., F.R.C.S. : consultant neurosurgeon 
to the South Western Regional Hospital Board, in the depart- 
ment of neurosurgery, Frenchay Hospital, Bristol. 

SUTHERLAND, I. B., M.B. Edin., D.P.H.; asst. M.O.H., 
Councils of Roxburgh and Selkirk. 

WILSON, . L. J., M.A.. M.B. Camb., F.F.A., D.A. part-time con- 

sultant in anesthetics, United Sheffield 


anesthetic registrar, United 


County 


Births, Marriages, and Deaths 


BIRTHS 


FISHER.—On Oct. 22, at the Royal Maternity Hospital, Belfast, to 
Sheila, wife ‘ot Oliver D. Fisher, M.D., M.R.Cc.P.—a daughter 
(Amanda Jane). 

SoLoMons.—On Oct. 2, in Dublin, to Joan (née Maitland) 
Michael Solomons, M.R.C.0.G.——a son. 


DEATHS 


SHEPHERD.—On Oct. 19, at 27, Sea Lane, Goring-by-Sea, Douglas 
Robert Chaplin Shepherd, M.B. Lond., M.R.c.P. 
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Manufacturing LHC. Stage 5. 
Final scraping of ribbon intes- 
tine by machine. 


London Hospital Catgut 
is manufactured under 
unified control from 
intestine to sterile tube 
Specify 
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New conditions 
and terms of service 


Regular and Short Service Commissions 


New and improved conditions of service in the R.A.M.C, 
are now offered to doctors. These include :— 


* grant of permanent commissions direct from civil life. 


* antedates (which count towards pay and promotion) of up to 
7 years for civilian experience, and credit for former com- 
missioned service other than as a doctor. 


* 3 year short service commissions for those having liability 
for National Service. 


* increases in pay for majors and above. 


* increased rates of specialist pay. 


For full details, application should be made to the War Office 
(AMD 1), Room 130, Lansdowne House, Berkeley Square, London, 
S.W.1. (Telephone: GROsvenor 8040 Ext. 548). 
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Apprehension can spoil a-cure 


Apprehension can frequently be de- 
scribed as a fear of the future based 
on experience from the past. 

Many of your patients have been 
conditioned from early childhood 
to associate the smell of antiseptics 
and medication with pain. Ordinary 
“hospital smells” frequently make a 
patient nervous and tense, hyper- 
sensitive to his symptoms and wor- 
ries. The greater malodours of some 
complaints and their treatment — 
incontinent patients, suppurating 
wounds—can even cause acute dis- 
tress. And not only to the patient 
alone. Such malodours are equally 
distressing to the nursing staff. 

Fortunately, it is now possible to 
abolish the malodours inherent in 


Air-wick THE EFFICIENT ODOUR-COUNTERACTANT 


hospital life. These odours can be 
killed with Air-wick. 

Physiologists have recorded that 
when certain pairs of odours are 
together present in appropriate 
relative concentrations, both are 
diminished. Developed by scientists 
as an application of this pheno- 
menon, Air-wick contains a large 
number of compounds, scientifically 
selected to achieve its results. 

Air-wick is non-toxic, non-inflam- 
mable and economical in use. For 
small wards and/or general use, the 
standard bottle of Air-wick is ex- 
tremely effective, while two new forms 
have recently been perfected specifi- 
cally for hospitals: Air-wick mist for 
sudden, local concentrations of 


odour, and the Air-wick fan unit for 
larger wards. 

For the greater comfort and re- 
laxation of staff and patients, we 
confidently recommend the regular 
use of Air-wick. Full particulars of 
cost, installation and most efficient 
use may be had on application. 


THE HOSPITAL 
SERVICE 
DEPARTMENT 


Airwick Ltd. 
SLOUGH, BUCKS. g 
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£323 in cash at age 21 


(or a life policy for £1,044 with profits) is 

provided by The Policy for Children by a premium 

of £12 a year paid from the birth of a child 

by a parent or friend. Enquire for details 
for a child of any age up to 16. 


The Equitable Life 
Assurance Society 


(founded 1762) 
19, Coleman Street, London, E.C.2 
No shareholders No agents 


WHEN PRESCRIBING CHLORODYNE 
medical men should be 
particular to specify 


The Original and 
only genuine Chlorodyne 


used with unvarying success 
by the Medical Profession 
in all parts of the world 
for over 100 YEARS 


Always insist on 
‘*Dr. Collis Browne’s’”’ 


THERE IS NO SUBSTITUTE 
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URINARY AMMONIA DERMATITIS 


Clinical trials 
carried out at Maternity 

and Child Welfare clinics show that 

87% of cases of urinary ammonia 
dermatitis healed within one week 

of treatment with DRAPOLENE 
and did not recur with its con- 

tinued use as a preventive. 

DRAPOLENE contains Benzal- 
konium chloride, a non-toxic 

quaternary ammonium 
compound. 


Available in: 


FORMULA: 2-0z. jars (36/- doz.) 
B and 4-lb. Dispensing 
Chloride, jars (16/- Ib.) 

in a water misci 


DRAPOLENE 


CREAM 


Literature available on request from the Medical 
Department. 


CALMIC LIMITED 
CREWE HALL: CREWE: Tel. 3251-5 
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THE MARCONI ELECTRO-CARDIOGRAPH 


THE ELECTRO-CARDIOGRAPH, TYPE TF 981 


is a compact direct-writing instrument carefully designed to combine 

a high standard of accuracy and reliability with convenience and simplicity 
of operation. Housed in a leather-covered metal case, this mains- 
operated Electro-Cardiograph is completely self-contained with 
stowage space for leads and accessories. The lead-switching provides 

for Standard Leads, Goldberger Unipolar Limb and Goldberger 
Unipolar Chest Leads ; the direct-writing recorder is available with 
either an electrically-heated stylus or an ink writing pen as desired. 


MARCONI instRuMENTsS 


SPECIALISTS IN 
DIATHERMY AUDIOMETRY 
ELECTRO - ENCEPHALOGRAPHY ELECTRO -CARDIOGRAPHY 
THERAPEUTIC AND DIAGNOSTIC X-RAYS 


MARCONI INSTRUMENTS LTD: ST. ALBANS: HERTS. 


Local Marconi Sales and Service facilities in: BELFAST - CARDIFF <* GLASGOW 
LEAMINGTON SPA - LIVERPOOL LONDON NEWCASTLE SHEFFIELD SOUTHAMPTON 


SURGICAL PLASTERS 
Developed in collaboration with some of the leading hospitals, the ZOPLA 


range of self adhesive, zinc oxide plasters covers every medical, surgical and 
dermatological need. 


The range includes 


STRAPPINGS—/or surgical use. Power- HELVIA—First Aid Flexible Dressing— 
fully adhesive, on white, flesh, and elastic elastic adhesive plaster with medicated 
cloths. gauze. 

—of selected Merino Wool, for all : : 
FETs and protective purposes. Only ZOPLA-BANDS ic adhesive 
pure wool felt will retain its resilience and bandage of superior quality. 


will not harden in use. 


Details of the full ZOPLA range, together with samples, will gladly be 
sent on request. 


LESLIES LIMITED 


ESTABLISHED 1823 
Walthamstow, London €E.1I7 
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por sterling guality 
— Scottish Widows’ 


of COUTI. 


THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


SCOTTISH WIDOWS’ 
FUND 


Head Office : 
9 St. Andrew Square, Edinburgh, 2 
London Offices : 


28, Cornhill, E.C.3 17 Waterloo Place, S.W.1 


MAKE ITEASY FOR: 
LOW SODIUM DIET ::: 
PATIENTS TO KEEP 
ON THEIR DIET 


The “CHIRON” 
HYGIENIC DISPOSABLE BAGS 


(Pat. applied for 287887/51) 


LIGHT NO ODOUR 
SAVE DRESSINGS 
* 
For: 
ILEOSTOMY 
COLOSTOMY 
CYSTOTOMY 
TRANS- 
PLANTATION 
OF URETERS 
Koenig-Rutzen Bag 


ASK FOR CIRCULAR 
DOWN BROS. and MAYER & PHELPS LTD. 
Surgical Instrument Makers 
32-34, New Cavendish Street, London, W.! 
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Therasal looks like salt, pours like 
salt, tastes like sale ... but it is 
entirely free from sodium; it causes 
no fluid retention and does not 
interfere with the objects of salt 
free diets. 


Therasal is of real service in helping 
patients to make the most of 
their restricted range of foods. 


eee 


Sample and diet 
sheets on request, 


SODIUM-FREE SALT 
SUBSTITUTE 


THOMAS KERFOOT & CO. LTD. 


VALE OF BARDSLEY LANCASHIRE 
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PHILIPS 


NE of the most outstand- 

ing instrument develop- 
ments of recent years, the 
 Cardioluxe”? Direct-Writing 
Electrocardiograph enables physicians to 
record all modern electrocardiographic leads 
accurately, and in the mini- 


DIRECT-WRITING 


Single Channel 


ELECTROCARDIOGRAPH 


TRULY PORTABLE. 


Weight, complete with 
all accessories, 
only 31 Ibs. 


mum of time. The extreme fidelity of the in- 
strument, brought about by built-in standards 
of high accuracy, is such that it does not have to 
be compared with the so-called “ standard”’ 
photographic apparatus. Complete freedom 
from interference guaranteed under all con- 
ditions. Write for details. 


@) PHILIPS ELECTRICAL 


LIMITED 


ELECTRO-MEDICAL APPARATUS - X-RAY EQUIPMENT FOR ALL PURPOSES - LAMPS & LIGHTING EQUIPMENT 
RADIO & TELEVISION RECEIVERS - SOUND AMPLIFYING INSTALLATIONS 


ELECTRO = MEDICAL DEPARTMENT, PHILIPS ELECTRICAL LIMITED, CENTURY HOUSE, SHAFTESBURY AVENUB, LONDON, W.C.2 


Top of 


Viscosities in Redwood Seconds 


| 14,000 | 26,500 | $5,000 | 14,500 
32°F. 2,100 4,000 | 7,250 | 2,600. 
70°F. 410 780 1,250 610 
100°F. 170 290 440 260 
140°F. . 75 110 160 110 
60 55.5 
515, 


0-5500 


~Q.5500 is almost three times as fluid as other good oils when cold. This 
eases the strain on your battery, gives instant oil circulation and minimises Mitt) \\\\ 
use of the choke. Its exceptional lubricating value ensures a long engine 

life. At running temperatures Q.5500 is equivalent to S.A.E. 30 viscosity. 


Judicious use of modern additives makes Q.5500 Super Lubricant the 
nearest approach to the ideal — least changed by heat and cold. 


Q.5500, although more expensive, repays your extra outlay in petrol 
economy and improved performance. 


Q.5500 gives these advantages :— 
EASIEST STARTING and quick ‘‘ get-away ”’. 
BETTER RUNNING-IN — prolongs engine life. 
MORE ENGINE POWER — improved road performance. 
PETROL ECONOMY and a cleaner engine. 


Write for descriptive booklet and name of nearest stockist. 


SUPER LUBRICANT 
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ALEXANDER DUCKHAM & CO. LTD., HAMMERSMITH, LONDON, W.6 
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An Ideal Conference Centre QUEEN Wy 
and Family Hydro _[, OPEN ALL BEAUTY PRODUCTS 


YEAR 


THE SAFETY FACTOR IN 
EVERY DAY MAKE-UP 


Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE RECOMMENDED 
BY THE MEDICAL PROFESSION, 
Obtainable from John Bell & Croyden, 
50 Wigmore Street, W.1, and 
other chemists. 


Wri Price Li gems 
NORBRECK HYDRO commune 


60 Lambs Conduit St., London, W.C.! 


possesses every facility for Conferences seating 
up to 1000, with spacious Committee Rooms, 
Banqueting Hall and Lounges. Bedrooms for 600. 


Professional Approval... 


Norbreck is both Hydro and first-class hotel, SELTO Dental Salt is a unique combination of sodium 
famous for its excellent cuisine and extensive wine chloride and sodium bicarbonate with an efficient polishing 
cellars. Two Ballrooms, Swimming Bath, Cinema, agent. It is particularly valuable in cases of soft or tender 


gums; it is entirely free from harsh abrasive material, polishes 

quickly and without scratching. Pleasant to the taste, it 

imparts a delight- 

Spee ful freshness to the 

mouth after use. 

SELTO is stocked 

by Boots branches 

and all leading 

chemists. Profes- 

sional samples and 

literature sent on 
request. 


SELTO (Eastbourne) LTD., 
HAMPDEN PARK, EASTBOURNE 


ST. ANDREW’S HOSPITAL 
NORTHAMPTON 
PresipENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, teriological, and pathological 
research, Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are ———- to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 


branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


18-hole Golf Course, Tennis Courts, Games 
Rooms, Children’s Play Hall. Garage for 100 
cars. Bookings for all Blackpool entertainments. 


Please write for Booklet and Terms to A. W. HOBAN 


: NORBRECK HYDRO 


BLACKPOOL NORTH 


Tel. : Blackpool, North Shore 52581. Sab 


. 


At all the branches of the Hospital there are cricket grounds, football and hockey qresmte. lawn tennis courts ( ss and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


of this Hospital is ide th fei 
A Registered Hospital for MENTAL DISEASES and its The Hospital is governed by a Committee appointed by 


Trustees. Deep and Modified Insulin Coma; €E.C.T., 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales = and Psychotherapeutic treatment given. _VOLUNTARY, 


TEMPORARY, AND CERTIFIED PATIENTS RECEIVED. 
For Terms and further information apply to the MEDICAL SUPERINTENDENT Telephone : GATLEY 2231 
32 
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CLIFFDEN, 


TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. 
In the same grounds, ROWDENS, a comfortable house with lovely views. 


Beautiful garden and own dairy in 35 acres 
Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


Telephones—TEIGNMOUTH 289 and 537 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. 
of treatment carried out. 
available. 


All types 

Accommodation for Alcoholics and Addicts 

Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 


Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


NEWLANDS 


NURSING AND CONVALESCENT HOME 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Menta! and 
Nervous Illnesses in both Sexes. 

A modern house, 12 miles from Le yes | Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
porary or Voluntary status. Modern forms of treatment. 
including psychothera repy, narco-analysis, modified insulin, 
occupational therapy, E.C.T., etc. Fees from 12 guineas a week. 


LANGLEY HILL, KINGS LANGLEY (Nr. Watford), HERTS DOUGLAS MACAULAY, M.D.. D.P.M. 
Telephone: Kings Langley 2519 and 3333 THE LANGET a ees 
Easy access by car, train, or Green Line Coach Annual Subscription: £2 2 0 per annum 
derate terms (from 7 gns. upwards) Special reduced rates to Students 
The modern home at moder ( 7 p et ae ee 
Vacancies 
ACADEMIC AND EDUCATIONAL Page Wrexham. War Mem. Jr. H.M.O. .. 52, GERIATRICS 
SECTION 35 York & Tadcaster H.M.C. Jr. Croxdon. 
Halifax. St. John’s. Sr, H.O. 
R.H.B. Reg. Cc — Islands. Jersey ‘Gen. Casualty York A & Tadcaster BM. Jr. 
Bishop's Stortford, Ha eads. T TUBERCULOSIS 
op’s Stortfor a em} 
Rew. 41] Brompton, S.W.3. Med. Chief Asst. INFECTIOUS DISEASES 
Bieckburn Royal Infy. “Reg. 41 (Sr. Reg.) 37 | Royal Free, W.C. Sr. 
Bournemouth. Royal Victoria. Sr. W.12. H.O. St. Ann’s, N.15. Sr. H.O 
.O. wa London Chest, E.2. Sr. Reg. & R 38 | Western, S.W.6. Reg 39 
Bradford. Royal Inty. 42]S.E. Regional Unit. Little Jr. 
Bradford. St. Luke’s. H.¢ | Sr. H.O. pe 41 
Croydon Group H.M. C. .. 43] Bath. Winsley Chest. Sr. H.0. ox Scotiand. “Northern R.H.B. Jr. H.M.O. 49 


Doncaster Royal Infy. Sr. H.O. .. 43] Cardiff. 


H. 
Castle Hill. 


42 | Stoke-on- 


knall Isolation. 
Sr. H.O.. 42 


ancaster. Royal Lancaster Infy. ex. é eswa eaver. Sr. 
Leeds R.H.B. Reg. . 46| Heswall. Cleaver. Jr. H.M.O. 44 | MEDICINE 
Liverpool R.H.B. P.-t. Cons. .. 36]| Hexham. Wooley San. Sr. H.O. or Elizabeth Garrett Anderson, N.W.1. 
Manchester R.H.B. Locum Reg. .. 47 H.0. 45 H.O. 37 
Newcastle R.H.B. Cons. 36 Knaresborough. Scotton Banks. H.0. 45 National Temperance, Nw. 1. Pre- 
Newport. Royal Gwent. Sr. “H.0. 47] Maidstone. Lenham San. Sr. H.O. 46 reg. H.O. & Sr. H.O. 38 
Paisley. Royal Alexandra Infy. sr. Manchester R.H.B. Sr. Reg. . - 46) Royal Free _ Hosp. Group. ” Reg. & 

48] Mansfield. Ransom San. Sr. H.0O... 46 Sr. Re 39 


Plymouth. South Devon & Fast 


Market Drayton. 
Cornwall. H.O. 48 Jr. 


Cheshire Joint San. 
H.M.O. or Sr. H.O. (Reg.) 39 


Royal ee Mais. Group. First. Asst. 


Poole Gen. Sr. H.C 47] Scotiand. South-Eastern R.H.B. Reg. 49] Royal Northern, 'N.7. ‘Sr. Reg. 


Portsmouth Grou iL Reg. 48]St. Helens. Eccleston Hall. 


Sr. 50]South London Hosp. for & 


Salford. Hope Wakefield. Pinderfields Gen Child., W.4. P.-t. Reg. 
Sheffield Cit “Sr. H. oo H.O.’s & Locum Sr. H.O. .. .. 51) 8t. Francis’ , S.E.22. Sr. H. O.. 39 
Sheffield R.H.B. P.-t. Cons. . .. 36] Welsh R. H.B. .. 371St. George-in-the-East, K.1. Pre- -reg. 
Shrewsbury. al Salop. Infy. Sr. Welsh R.H.B. - 39 
East Riding H.M.C. Sr. St. 8, W.2. P.-+t. Chin. Asst. 
South East Met. R.H.B. Regs. oo Oe 52 (Re; 39 
Stafford H.M.C. Sr. H.O. 50 Conk ‘Joint Committee ot _. | Bt Reg. 39 
Warwickshire Hosp. Management. Temp. R.S 52 Barnstaple. North. Devon Infy. Pre- 
roup. Sr. reg. H.O. va) 
Welsh R.H.B. “Reg 61|DENTAL SURGERY wast | Bath Royal United. H. 
Northern re Hosps. Auth. P.-t. Cornwall. H.O 48 | Bedford Gen. Pre-reg. H.O.’s -- 40 
Sr. H.M.O. 37 Bideford & Dist. H.O. 40 
‘haring Cross, -C.2. .t. Sr. Reg. 37 shop’s Stortfor dist 41 
& 37 | North West Met. R.H.B. P.-t. Cons. 36] Bournemouth. Royal Victoria. H.O. 41 
Hackney, Birmingham. Skin. Sr. H.O. or H.O. 41] Bristol. Stapleton. Jr. H.M.O. 42 
Mile Sr. 38 | EAR, NOSE, AND THROAT Canterbury. Sr. 
oplar, E. Royal National T.N. & E. Reg., Sr. 
Royal Free, W.C.1. Sr. H.O 391° Pot. (O.P.) 38 &. H.0. .. 
Wanstead, E.11. Sr. H.0. 39 Altrincham. St.’Anne’s. Sr. H.0. 40] Chesterfield. Roy 
Birmingham. Selly Oak. Sr. “HO. 41] Aylesbury. Royal Bucks & Assoc. Coventry & Warwic kshi HO. =9 43 
Birmingham United Hosps. H.O. 41 Hosps. M.C. or Locum H.O. 40 Enfield Grou Mc hire. 
Brighton. Royal Sussex (© ounty. Birmingham (Selly Oak) Group. Reg. 41 Exeter. Ro _- Devon & E te Sr. 
Pre-reg. H.O.. 42] Bournemouth. Royal Victoria, H.O. 41) HO. ove 44 
& Essex. H.O. = Hye & Kaz. 110... Falmouth & Dist. H.O. 
ydon Gen. Sr os 3 | Brighton ewes ).. 2 > 
oyal Surrey County. r. Jartfor M.C. 
H.O 44| Doncaster Royal Infy. Sr. H. 0. 43 Hull; Kingston Gen. Sr, H.O 
Hastings. Royal East Sussex. Sr. H.0. 44] East Cumberland H.M.C. Lancaster Ti 48 
Hemel Hempetead. West Herts. Jr. Maidstone. Kent County Leods RHLB. 46 
5 & Aural. Sr. 
Hertford County. HO. 44| Manchester R-H.B.” Reg. 48 
leeds St. HMO. 36] Reeding. Royal Berkshire. H.0. 
ymou outh evon ast Shrewsbury. Eye, Ear r . 
Cornwall. Sr. H.O. .. 48]Truro. Royal "Cantwell Infy. Pre- West Manchester H.M. 47 
Sheffield R-H.B. Locum Reg. reg. H.O. 51) Gen. 38.0. 47 
St. Helens. Sr. H.0. .. olverhampton HMC. H.O. 521 Gen. Se 10. 
Warwick. Sr. .. 51] Australia. Hosp. 
it M.C. H.O. 52 P.-t. Surgeon . 37 (continued overleaf) 
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Newcastle R.H.B. Re 7) Wolve 
Newport, LW. "St, iz 0. W Se. oF H.O. = 
North East Met. RH.B. Reg. 38| Yorkshire. Hast Riding H.M.C. Sr. Bexhill-on-Sea. Sussex. H.0.’s 40 
Penzance. West Cornwall. H.O. 43 | PZDIATRICS 
Plymouth. qe Devon & East North East Met. R.H-B. Sr. Regs... 38 Blackt ~ Royal Inf H.¢ i 

Gornwail, HO.’ 4g | North West Met. R.H.B. P.-t. Cons. 36 | oyal Infy. 41 
Ponty pridd. Glamorgan. Sr. Ashton, Hyde & Glossop H.M.C. H.O. 40] 7° fas & Dist. H.M. Sr. 0.’s 

4g | Canterbury. Kent & Canterbury. H.O. 42] 1. Royal Inf O.. 
Re ‘Area Dept. of Medicine. H.0, 48] Cardiff United Hosps, Sr. Reg. 42 Bradford. 
Scotland. North-Eastern R.H.B. Sr. H.O. or Sr. H.0.'s 43 | Dist. ‘Miners’. ‘Sr. 0. & 

49 | Leeds R.H.B. Reg 48 
Shoreham-by-Sea. Southlands. Reg. 49 H. 46 canter vary, Se. 42 
Sideup. Queen M Mancheste York H ‘ : 
ough. Asst. for Babies. H.¢ 47 | Carshalton. Queen Mary’ HO. 43 
Southend-on-Sea. Gen. H.O 50 | Manchester. W vihe nshawe. Sr. H.0. 47 Fee reg. 1.0. a3 
Southport & Dist. H.M.C. iL. 3y| North West Met, R.H.B. P.-t, Cons. 36] Chelmsford. 

Albans City, HO. | Norwich. Norfolk & Norwich. H.0... 47] Cheltenham Gen. 
alr oy Burslem, Haywood & Tun- Nuneaton. George Eliot. Pre-reg. H. 0. 47 | Chichester. Royal West Sussex. or 42 

Wakefield. Clayt >re-re ornwall. H.O. 48 lingt : 
Warrington Infy. ree. 6. Salford. Hope. Reg. .. 49 | Darlington Mem. Sr. & 
Weston-super- Mare. Gen. H.O. 52 | Sheffield United Hosps. Reg. 49 
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Academic and Educational 
GLASGOW ROYAL INFIRMARY 


MCINTYRE CLINICAL RESEARCH SCHOLARSHIP 

Applications are invited from young medical men for the 
above Scholarship. The work of this Scholarship may be devoted 
to any branch of clinical investigation. The appointment is 
yom time, and remuneration is at the rate of £500 p.a. for 

ears. 

i ny with names of not more than 3 referees, should 

forwarded to the undersigned from whom eed particulars 
may be obtained. THOMAS BRYSON, M.B., CH.B., 
Medical Superintendent, Infirmary. 
84, Castle-street, Glasgow, C.4. 


GLASGOW ROYAL INFIRMARY © 


MCGHIE CANCER RESEARCH SCHOLARSHIP 
Applications are invited from suitably qualified persons (not 
necessarily medical graduates) for the above Scholarship, which 
is now vacant. This appointment is a whole-time research 
appointment, and remuneration is at the rate of £800-£1000 p.a. 
according to age and experience. 
Applications, with names of not more than 3 referees, should 
forwarded to the undersigned from whom further particulars 
may be obtained. In their applications, candidates should 
indicate the nature and scope of their proposed oy 
THOMAS BRYSON, M.B.. CH.B 
Medical Superintendent, Royal Infirmary. 
84, Castle-street, Glasgow, 


CHRISTIAN MEDICAL FELLOWSHIP 


2ND NOVEMBER.—Members’ Meeting, 6.45 P.M., at B.M.A. House. 
Chairman: Mr. H. J. Seddon. Speaker: Dr. ROBERT 
COCHRANE on “ Leprosy and its Challenge to Christianity.’ 
20TH-23RD NOVEMBER.—House Party, _ ington Hotel, 
ina Host and Hostess : Mr. and Mrs, GERALD N. 
OLDEN 


EMPIRE RHEUMATISM COUNCIL 
The AUTUMN WEEK-END COU RSE. will be held at The Arthur 
Stanley Institute, Middlesex Hospital, Peto- -place, Marylebone- 
road, N.W.1 (Great Portland-street and Regent’s Park Under- 
ground Stations), on FRIDAY and SATURDAY, 13TH and 14TH 
NOVEMBER, 1953. 


LECTURE-DEMONSTRATIONS 
ic 34 13th November 


5 P.M.. _Introduction os ..W. S. C. COPEMAN, 
O.B.E., F.R.C.P. 
(Chairman ) 
430 P.M...Rheumatism in the Popu-..J. H. KELIGREN, 
lation F.R.C.P., F.R.C.8. 
5.30 P.M... Rheumatoid Arthritis .. ..E. G. L. BYWATERS, 
F.R.C.P. 


Saturday, 14th November 
10.15 A.M.. Methods the..H. A. BURT, F.R.C.P. 
reatment of Rheumatic 
Diseases 
11.30 .Gout eo ..G. R. FEARNLEY, 


2 Pp.M...Recent American Work on..Dr. Orie STEIN- 
Rheumatism BROCKER (New 


Rheumatic Diseases 
4.15 P.M...Osteo-arthritis .. ..F. DUDLEY HART, 
F.R.C.P. 

The fee for the course will be 2 guineas, limited to 60 entries, 
to be received with remittance, at least 1 week before by the 
General Secretary, Empire Rhe a Council, Tavistock 
House (N), Tavistock-square. W.C. 


“THE EMPIRE RHEUMATISM | “COUNCIL is holding a 
SYMPOSIUM On ‘ BUTAZOLIDIN ’ (Phenylbutazone) at The Royal 
Society of Medicine (Barnes Hall), 1, Wimpole-street, London, 
W.1, on FRIDAY, 13TH NOVEMBER, 1953, at 2 P.M 

Tea will be served in the West Hall at 4.15 P.M. 

Admission tickets (free) obtainable from the General Secre- 
tary, Empire Rheumatism Council, Tavistock House (N), 
Tavistock-square, W.C.1. 

PROGRAMME 
Section 
Chairman : Dr. W.S. C. COPEMAN, O.B.E., M.D., F.R.C.P. 
“The place of Bvtassniin in the treatment of arthritis.’ 
2.0 p.M...Dr. O. STEINBROCKER (New York). 
2.20 P.M...Dr. J. P. CURRIE (Glasgow ). 
G. R. Newns (Sheffield). 
3.0 P.M...Dr. I. MEANOCK, Dr. M. E. FEARNLEY and Dr. ENA 
BRUCK (London ). 
3.20 P.M... Discussion: Opened by Dr. F. DUDLEY Hart 
(London). 
4.15 P.M...Tea. 


York) 
3 P.M...Orthopedic Aspects of the..J.C. R. HINDENACH, 
F.R.C. 


Experimental Section 
Chairman : E. C. Dopps, M.V.0., M.D., F.R.C.P., F.R.S8. 

4.45 P.M... Pro’ R. DOMENJOZ (Saarbrucken). ‘ The 
5, Aspects of Butazolidin.”’ 

5.20 p.M...Dr. R. M. Mason (London). ‘‘ Observations on 
Butazolidin and Uric Acid Metabolism.” 

5.40 P.M...Dr. I. G. HUMBLE (London). ‘‘ Anomalies of Blood 

Clotting in Patients on Butazolidin.” 

5.50 P.M...Dr. A. and Dr. 8. Goop (Aylesbury). Ce 
Reactive Protein and Butazolidin 

6.0 P.M...Dr. P. O. WILLIAMS (London). ‘“ Sodium and Chloride 
Metabolism with Butazolidin.” 

6.10 P.M... Discussion : Opened by Prof. G. A. H. BuTrLe 
(London). 


INSTITUTE OF NEUROLOGY 
Queen-square ) 
Associated with The National Hospital, Queen-squsare, London, 
W.C.1, and Maida Vale ee Nervous Diseases, London, 


Applications are invited from graduates in medicine or 
science for a RESEARCH SCHOLARSHIP available at the 
Institute of Neurology (Queen-square). The holder may under- 
take research in any aspect of Neurology or its ancillary subjects 
pa: roved by the Joint Research Advisory Committee. Preference 

ill be given to work in 1 of the following subjects :— 

(i) Neuro-pathology. 
(ii) Neuro-ophthalmology. 

(iii) Neuro-surgery. 

(iv) Neuro-radiology. 

The Scholarship, the annual value of which is £1200, will 
be tenable for 1 year in the first instance but may be extended, 
at the discretion of the Committee, up to a period of 2 years. 
Provision will be made for payment of expenses and the appoint- 
ment will count for superannuation. 

Applications, giving an outline of the work proposed, should 
be submitted to the Secretary, Joint Research Advisory Com- 
mittee, Institute of Neurology. The National Hospital, Queen- 
square, London, W.C.1, by 30th June, 1954. 

‘THE ROYAL CANCER HOSPITAL 
Fulham-road, London, 8.W.3. 


GORDON JACOBS RESEARCH FELLOWSHIPS 

Applications are invited from medically qualified persons for 
a full-time Clinical Research Fellowship. Special consideration 
will be given to applicants wishing to carry out research in the 
medical aspects of protection against ionising radiation. The 
Grant will be £650-£750 according to age and experience, and 
the appointment will be for 1 year in the first instance, and may 
be renewable annually to a tenure of 3 years. 

Applications should include : (a) an outline of the research 

proposed; (b) details of previous training and experience, 
academic qualifications and published papers; and (c) the names 
of 2 referees, and addressed to reach the House Governor not 
later than 16th November. 
ROYAL FREE HOSPITAL SCHOOL OF MEDICINE, 
Hunter-street, London, W.C.1. Applications are invited from 
registered medical practitioners (Men or Women) for the 
appointment from Ist January, 1954, of LECTURER IN 
PATHOLOGY AND HONORARY ASSISTANT BACTERIO- 
LOGIST to the Royal Free Hospital. Duties include both 
teaching and hospital diagnostic routine. 2 or 3 years experience 
in pathology essential, including general training in bacteriology. 
Salary £900-£100-— £1100 p.a., with superannuation benefits and 
family allowances. 

Applic ations (9 copies), stating age, qualifications and 
experience, with 9 copies of 3 testimonials, to be sent to the 
are retary at the above address not later than 21st November, 

953. 

THE INSTITUTE OF DERMATOLOGY. SBritish Post- 
GRADUATE MEDICAL FEDERATION—UNIVERSITY OF LONDON. 
sae ations are invited for the appointment of a Whole-time 
SENIOR LECTURER to the Institute. Candidates must be 
Fellows or Members of the Royal College of Physicians of 
London or possess an equivalent qualification, and have experi- 
ence of teaching of, and research in, dermatology. The salary 
scale will be £1250-£1750 and the initial salary will be fixed 
according to qualifications and experience. The appointment is 
superannuable (with eligibility for family allowance). 

Applications by 31st December, 1953, stating nationality, 
qualifications, details of previous appointme nts, and nemes of 

3 referees, to Secretary, Institute of Dermatology, St. John’s 
Hospital for Diseases of thé Skin, Lisle-street, Leicester-square, 
London, W.C.2. 
UNIVERSITY OF BIRMINGHAM. Faculty of Medicine. 
Applications are invited for the post of LECTURER IN 
MEDICINE (grade Il—Clinical). The appointment is whole- 
time and the salary range is £600-£1500 a year with the appro- 
priate F.S.8.U. and family benefits. Commencing salary 
according to experience. There is a probationary period of 
3 years. Candidates should have higher qualifications and 
should have research interests in the cardio-respiratory field. 
Duties will be clinical, teaching and investigation in the Medical 
Professorial Unit in the Queen Elizabeth Hospital. 

Applications (12 copies), with the names of 3 referees, should 
be received by the Assistant Registrar, The Medical School, 
Birmingham, 15, not later than Saturday, 21st November, 1953. 
Further particulars may be obtained — the undersigned. 

BURTON, Secretary. 

Edmund-street, Birmingham, 3, 1953. 
UNIVERSITY OF BRISTOL. Applications are invited 
for the post of LECTURER (Grade II) IN PATHOLOGY 
(Morbid Anatomy ) at a salary of £1000-—£1500 p.a. 

Applicants, who should have done their military service or 
be exempt, should send their full name, age, qualification 
details of education and experience, together with the names of 
3 referees, to reach the undersigned, —. whom further parti- 
culars may be obtained, on or before 23rd November, 1953. 

-C Bu TTERFIELD, Registrar and Secretary. 

UNIVERSITY OF GLASGOW. Assistantship in Experi- 
mental Pharmacology. Applications are invited for the whole- 
time academic post of ASSISTANT IN EXPERIMENTAL 
PHARMACOLOGY. The salary scale for Assistants with a 
medical qualification is £600-£50-£800, and for Assistants 
without a medical qualification £400-£50-£550. The initial 
salary will be fixed according to qualifications and experience. 
F.S.8.U. and family allowance benefits. 

Applications (6 copies), should be lodged, not later than 
30th November, 1953, with the undersigned, from whom further 
particulars may be obtained. F 

Rost. T. HUTCHESON, Secretary of University Court. 
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UNIVERSITY OF LONDON. Institute of Child Health. 
Applications are invited for the post of LECTURER IN 
PHYSIOLOGY to the Institute of Child Health. The appoint- 
ment is whole-time, and becomes vacant on Ist January, 1954, 
and is tenable for a period of 1 year in the first instance. “Salary 
£900 p.a. Duties include research and postgraduate teaching. 
Applications, giving full details of previous experience, and 
with the names of 3 referees, must be received not later than 
14th December, 1953, by the Director, The Institute of Child 
Health, The Hospital for Sick Children, Great Ormond-street, 
London, W.C.1, from whom further particulars may be obtained. 


UNIVERSITY COLLEGE OF THE WEST INDIES. 
Lectureship in Chemical Pathology. Applications are invited 
for the post of SENIOR LECTURER or LECTURER in the 
Department of Pathology. Duties include chemical pathological 
work for the University College Hospital and instruction in 
chemical pathology of students working for medical degrees of 
the University of London. Candidates with a medical degree 
are preferred but applications are invited from non-medical 
graduates. Salary scale : (medically qualified) Senior Lecturer 
£1300-£50-£1800 p.a.; Lecturer £950-£50-£1100-£50-£1400 
p.a.; (non-medically qualified) Senior Lecturer £1000—£50— 
£1500 p.a.; Lecturer £750-£50-£900-£50-£1100 p.a. Point 
of entry in scale determined by qualification and experience. 
Child allowance paid. Superannuation under F.S.S.U.  Unfur- 
nished accommodation available at rent 5% of basic salary. 

Applications (10 copies), giving full particulars of qualifica- 
tions and experience and the names of 3 referees, should be 
received before 23rd November, 1953, by the Secretary, Senate 
Committee on Higher Education in the Colonies, University 
of London, Senate House, London, W.C.1, from whom further 
particulars may be obtained. 


Hospital Services : Senior Appointments 


QUY’S HOSPITAL AND SOUTH EAST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
for the appointment of ASSISTANT SURGEON (part-time), 
in Radiotherapy. The appointment which is of Consultant status 
will be made jointly by the Board of Governors of Guy’s Hospital 
and the South East Metropolitan Regional Hospital Board. 
Applicants are required to hold a Diploma in Radiotherapy as 
well as Higher medical or surgical qualifications. The post will 
involve maximum part-time service and the successful applicant 
will be required to carry out weekly sessions at Guy’s Hospital, 
London, 8.E.1, and at Pembury Hospital, in the Tunbridge 
Wells Group of hospitals. 

Applications (1 copy), together with the names of 3 referees, 
should be submitted to reach the Superintendent, Guy’s Hospital, 
5.E.1, not later than 30th November, 1953. In accordance with 
Statutory Instrument No. 1259 of the National Health Service 
Regulations, canvassing members of the Board or Advisory 
Appointments Committee will lead to disqualification. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD, CONSULTANT DERMATOLOGIST required 
at the Royal London Homamopathic Hospital, Great Ormond- 
street, W.C.1, for 1 half-day a week. ‘andidates should be 
interested in homoeopathy and preferably should be Fellows or 
Members of the Faculty of Homeopathy. Hospital may be 
visited by direct appointment. 

Detailed applications, including date of birth, and names of 3 
referees, to ne: North West Metropolitan Regional 
ee Board, 11a, Portland-place, W.1, by 27th November, 


vd. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time ASSISTANT PHYSICIAN in 
Physical Medicine required at Central Middlesex Hospital, 
Park Royal, N.W.10 (756 Beds), and King Edward Memorial 
Hospital, Ealing, W.13 (165 Beds). Salary scale £1300 (at age 
32)-£1750. Hospitals may be visited by direct appointment. 
Detailed applications, including late of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
ee Board, 114A, Portland-place, W.1, by 4th December, 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. PZ, DIATRICIAN (Consultant) required at 
King Edward Memorial Hospital, Ealing, W.13 (165 Beds), 
for 2 half-days a week. Hospital may be visited by direct 
appointment. 

etailed applications, including date of birth, and names of 
3. referees, to Secretary, North West Metropolitan Regional 
—* Board, 114, Portland-place, W.1, by 4th December, 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT SURGEON 
for the Wandsworth Group of hospitals. Duties mainly at 
St. James’ Hospital, S.W.12. Candidates should have special 
experience in Genito-urinary surgery. 

Applications (5 copies), giving date of birth, qualifications, 
experience, names of 3 referees, to Secretary (S.1), South West 
Metropolitan Regional Hospital Board, 11a, Portland-place, W.1, 
by 28th November, 1953. Applicants may visit Hospital by 
local arrangement. 
ST. JOHN’S HOSPITAL FOR DISEASES OF THE 
SKIN, Lisle-street, Leicester-square, London, W.C.2. _Applica- 
tions are invited for the appointment of a Locum Part-time 
FIRST ASSISTANT to the Radiotherapy Department for 
5 sessions per week for approximately 6 months. emuneration 
3% guineas a session. 

Applicants with experience in dermatology holding a Diploma 
in Medical Radiotherapy should submit their applications 
stating age, qualifications and experience, with names of 3 
referees, to the Secretary, not later than 14th November, 1953. _ 
ST. THOMAS’S HOSPITAL, S.E.1. Surgeon (part-time), 
Consultant status. 

Applications (12 copies), including names and addresses of 3 
referees, to the Clerk of the Governors by 14th November, 1253, 
for appointment commencing in November, 1954. 
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EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT PSYCHIATRIST at Ipswich Child Psychiatry 


Clinic. This is a modern well —— and very active c 
run as part of the Regional Hospital Service under the direction 
of a l-time Consultant Child Psychiatrist. There are branch 


clinics in Lowestoft, Saxmundham, Bury St. Edmunds, and 


Sudbury. Applicants must have a sound knowledge of child 
eer possess the D.P.M. Salary will be on the rate 
£1300-4£17 


Applications (8 copies), stating age, qualifications, and details 

of present and previous appointments, with names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
16th November, 1953. Applicants invited to visit Clinic by 
direct arrangement with ospital Management Committee 
Secretary at East Suffolk and Ipswich Hospital. 
LEEDS REGIONAL HOSPITAL BOARD invite applica- 
tions for the appointment of SENIOR CASUALTY OFFICER 
(whole-time) for duties at the Hull Royal Infirmary. The person 
appointed will be required to undertake the routine duties of 
the Department under the general supervision of the Consultant 
Orthopeedic Surgeon-in-charge. The salary will be within the 
range of £1300-£1750 p.a. and the tenure of the appointment 
will be for a period not exceeding 4 years. The position will be 
superannuable and subject to terms and conditions of service 
as laid down by the Leeds Regional Hospital Board which will 
be similar but not necessarily identical to the terms and condi- 
tions of service of hospital medical and dental staffs (England 
and Wales). 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary to the Board, 
Park-parade, Harrogate, not later than 20th November, 1953. 


LIVERPOOL REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the whole-time post of ASSISTANT 
RADIOLOGIST with duties at hospitals in the Central Wirral 
and Birkenhead Areas. Applicants should possess a Diploma’in 
Radiology and have had wide experience in the specialty. 
Salary £1300 (at age 32)-£50-£1750. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19. James-street, Liverpool, 2, to be 
received not later than 21st November, 1953. 

VINCENT COLLINGE, Secretary to the Board. _ 
LIVERPOOL REGIONAL HOSPITAL BOARD. Central 
WIRRAL AND CHESTER AREAS. Applications are invited for the 
post of Part-time CONSULTANT ANASTHETIST on maximum 
yart-time sessions. Applicants should preferably possess the 

.F.A. and should have had considerable experience in the 
administration of anzsthetics. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Officer, Liver- 
pool Regional Hospital Board, 19, James-street, Liverpool, 2, 
to be received not later than 21st November, 1953. 

VINCENT COLLINGE, Secretary to the Board. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for 2 Whole-time NON-RESIDENT ASSISTANT 
RADIOTHERAPISTS at Christie Hospital and Holt Radium 
Institute, Manchester. Candidates must possess the D.M.R.(T.). 
Successful candidates will be required to live in or near Man- 
chester. Salary £1300-—£50-£1750 p.a. 

Application forms from the Senior Administrative Medical 

Officer, Cheetwood-road, Manchester, 8, to be returned by 16th 
November, 1953. 
NEWCASTLE REGIONAL HOSPITAL BOARD. South 
WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE. (Main 
hospitals : Bishop Auckland General, 335 Beds ; &c.) SENIOR 
CONSULTANT ANAESTHETIST, whole-time, or part-time for 
minimum of 9 notional half-days. Salary scale £1700-£2750 
whole-time, pro rata part-time. Diploma of Anesthetics 
essential. Further particulars may be obtained from the present 
Senior Anesthetist, General Hospital, Bishop Auckland. A house 
near the Hospital will be available on a rental basis for a 
limited period. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, within 28 days. | 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. PEDIATRICIAN (Consultant) required at 
King Edward VII Hospital, Windsor (540 Beds), Maidenhead 
Hospital, Maidenhead (100 Beds), and Upton Hospital, Slough 
(213 Beds, including Iver, Denham and Langley Cottage Hos- 
pant, for 6 half-days a week. Successful candidate would 
ve required to reside locally. Hospitals may be visited by direct 
appointment. 

Detailed applications, including date of birth, and names of 

3 referees, to Secretary, North West Metropolitan Regional 
Roatan Board, 114, Portland-place, W.1, by 4th December, 
1953. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT ANAESTHETIST required for the 
City General Hospital, Sheffield (682 Beds), and the Barnsley 
Hospitals (Beckett ospital 182 Beds, St. Helen Hospital 
220 Beds). The City General Hospital has teaching affiliations 
with the University of Sheffield. There are Professorial Medical 
and G —— Units, and a Department of Thoracic Surgery 
and a Regional Cardiological Centre. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, 
Fulwood-road, Sheffield. Forms to be returned by 21st Novem- 
ber, 1953. : 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for the 
Lawn Hospital, Lincoln. A flatlet is available. Salary £1300- 
~£50-£1750. 

Application forms obtainable from Senior Administrative 
Medical Officer, Sheffield Regional Hospital Board, Old Fulwood- 
road, Sheffield. Forms to be returned by 28th November, 1953. 
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SHEFFIELD REGIONAL HOSPITAL” BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for 
Bracebridge Heath Hospital, near Lincoln. Salary £1300-£50- 
£1750. A modern self-contained flat is available. 

Application forms obtainable from Senior Administrative 
Medical Officer, Sheffield Regional Hospital Board, Old Fulwood- 
road, Sheffield. Forms to be returned by 28th November, 1953. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a CONSULTANT PLASTIC 
SURGEON. The successful candidate will be a member of the 
Department at St. Lawrence Hospital, Chepstow, and will also 
be expected to serve other hospitals within the area. Further 

details can be obtained from the Senior Administrative Medical 
Officer. The successful candidate will be asked to state whether 
he ee to hold a whole-time or maximum part-time appoint- 
ment. 

Applications (12 copies), stating date of birth, giving a sum- 

mary of qualifications, experience, previous appointments with 
dates, and publications, with names of 3 referees, should be 
addressed to the Senior Administrative Medical Officer, Welsh 
Regional Hospital Board, Cathays Park, Cardiff, within 21 days 
of appearance of this advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a CONSULTANT OBSTET- 
RICIAN AND GYNACOLOGIST to serve the Mid-Glamorgan 
Hospital Management Committee. Further details of the 
appointment can be obtained from the Senior Administrative 
Medical Officer. The successful candidate will be asked to state 
whether he wishes to hold a whole-time or maximum part-time 
appointment. 

Applications (12 copies), stating date of birth, giving a sum- 
mary of qualifications, experience, previous appointments with 
dates, and publications, with the names of 3 referees, should 
be addressed to the Senior Administrative Medical Officer, 
Welsh Regional Hospital Board, Cathays Park, Cardiff, within 
21 days of appearance of this advertisement. We 
WELSH REGIONAL HOSPITAL BOARD. Hensol 
CASTLE MENTAL DEFICIENCY INSTITUTION, PONTYCLUN, GLAM. 
Aree are invited for the appointment of a W hole-time 

SISTANT MEDICAL OFFICER (Senior Hospital Medical 
Officer scale). The Hospital provides all modern methods of 
training and treatment and has accommodation for 700 patients. 
Previous experience in mental deficiency is essential. The 
successful candidate will work under the direction of the 
Consultant. An unfurnished flat is available. 

Applications, (12 copies) stating date of birth, giving a 
summary of qualifications, experience. previous appointments 
with dates, and publications, together with the names of 3 
referees, should be addressed to the Senior Administrative 
Medical Officer, Welsh Regional Hospital Board, Cathays Park, 
Cardiff, within 21 days ¢ of appearance of this advertisement. 
NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applicatiens for the part-time post of ANASSTHETIST 
in the grade of Senior Hospital Medical Officer to hospitals 
managed by the Fermanagh Hospital Management Committee. 
The terms and conditions of the en will be in accord- 
ance with the Authority’s application of the Spens Report to 
Northern Ireland. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Victory Buildings, 44-46, Queen-street, 
Belfast, and will be received not later than 26th November, 1953. 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time post as CONSULTANT 
PATHOLOGIST (morbid anatomy and histology) at the 
Authority’s Central Laboratory, Belfast. The terms, conditions 
of service and remuneration for the post will be in accordance 
tee ~ a Authority’s application of the Spens Report to Northern 
reland. 

» Applications should be made on a form which may be obtained 
from the Secretary, Northern Lreland Hospitals Authority, 
Victory Buildings, 44-46, Queen-street, Belfast, and which 
must be —- to him’ so as to be received not later than 
26th November, 1953. 

AUSTRALIA. ROCKHAMPTON BASE HOSPITAL, 
ROCKHAMPTON, QUEENSLAND, AUSTRALIA. E.N.T. SURGEON. 
Applications in writing are invited for the above part-time 
pd ey with right of private practice. Salary is at the 

of £540 p.a. The appointment is for 3 years, and the holder 
a eligible for reappointment. Rockhampton has a population 
of 40,000 and the Rockhampton Hospital as a base hospital, 
serves a large country region. Further particulars will be 
forwarded upon request. 

Applications should be addressed to the Secretary, Rock- 

hampton Hospitals Board, Rockhampton, Queensland (Australia). 
Applications close 31st. December, 1953. 
NEW ZEALAND. AUCKLAND HOSPITAL BOARD. 
Applications are invited from qualified medical practitioners of 
the British Commonwealth who are eligible to qualify under 
the Hospital Employment (Medical Officers) Regulations, 1952, 
as “ Junior Speicalist ’’ for the position of JUNIOR NEURO- 
SURGICAL SPECIALIST, Auckland Hospital. The appoint- 
ment is a full-time one for a period of 1 year from date of taking 
up duties and successful applicant will be required to take up 
appointment on Ist January, 1954, or as soon after that date 
as is practicable. An extension of the term for a limited period 
would be considered by the Board. The position is non-residen- 
tial. Salary scale: £NZ1290 p.a. rising to £NZ1590 p.a. by 
annual increments of £NZ50. Commencing salary within this 
scale according to qualifications and experience in the specialty. 
Conditions of appointment and form of application may be 
obtained from the Office of the High Commissioner for New 
Zealand, 415, Strand, London, W.C.2. 

Applications close with the undersigned at the Office of the 
Board, Kitchener-street, Auckland, New Zealand, at NOON on 
Monday, 30th November, 1953. 

R. F. GALBRAITH, Secretary. 


WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the whole-time jc of an ASSISTANT 
CHEST PHYSICIAN (Senior Hospital Medical Officer scale), 
to serve the Rhymney and Sirhowy Valleys and part of the 
North Monmouthshire Hospital Management Committee 
Groups. The candidate should have had experience in chest 
diseases and tuberculosis in particular and will work under the 
direction of the Chest Physician in charge of the area. 

Applications (14 copies), stating date of birth, giving a sum- 
mary of qualifications, experience. previous appointments with 
dates, and publications, with names of 3 referees, should be 
addressed to the Senior Administrative Medical Officer, Welsh 
Regional Hospital Board, Cathays Park, Cardiff, within 21 
days of appearance of this advertisement. 


Hospital Services : Junior Appointments 


HOSPITAL, Alnwick-road, E.1 There will be y for 
RESIDENT CASUALTY OND RECEIVING ROOM. ‘OFFICER 
on Ist December. Salary £670. Post recognised by the Royal 
College of Surgeons. 

Applications, stating age, qualifications, and experience, with 
names of 3 recent referees, should reach the undersigned on or 
before 14th November. A. LYON, Secretary. 

Dreadnought Hospital, Greenwich, 8 3.5.10. 


SATTERSEA GENERAL HOSPITAL, Battersea Park, 
8.W.11. RESIDENT SURGICAL OFFICER( Junior Hospital 
Medical Officer grade) from 4th November. 
Apply Hospital Secretary (L), enclosing copies of 2 recent 
testimonials. 
BOLINGBROKE HOSPITAL, Wandsworth Common, 
8.W.11. HOUSE SURGEON (resident), vacant 2nd December. 
Apply Hospital Secretary (L), enclosing copies of 3 recent 
testimonials, by 7th November. 


BROMPTON HOSPITAL, S. w.3. Applications are invited 
for the post of Part-time RADIOLOGICAL REGISTRAR for 
attendance up to 6 sessions weekly, for 1 year in the first instance. 
Candidates are required to hold a Diploma in Diagnostic 
Radiology. 

Applications, stating age, qualifications, nationality, and 
appointments held, with dates, and copies of 3 testimonials, by 
10th November, to— 

KENNETH A. F. MILEs, House Governor. 

BROMPTON HOSPITAL, 8.W.3. Applications invited 
for post of MEDICAL CHIEF ASSISTANT-SUPERNUMER- 
ARY (half-time). Salary within Senior Registrar grade. The 
appointment is a transitional one and is for 1 year in the first 
instance. Candidates must have completed not jess than 3 years 
in a Senior Registrar post and must hold the M.R.C.P. Diploma 
or the M.B. of a University. 

Applications, stating age, ig my with dates, nation- 
ality, and appointments held, together with copies of testi- 
monials, by 7th November, 1953, to— 

KENNETH A. F, MILES, House Governor. 


CHARING CROSS HOSPITAL, W.C.2. Part-time 
DERMATOLOGICAL REGISTRAR (grade : Senior Registrar), 
non-resident. 3 notional half-days. Tenable from Ist January, 
1954, for 1 year in the first instance with eligibility for renewal. 
Some experience in dermatology essential. The grading of the 
successful applicant will depend upon his qualifications and 
experience. 
Application forms obtainable from the undersigned, should 
be returned by 7th November, 1953. 
FRANK Hart, House Governor and Secretary to the Board. _ 


ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. ROYAL FREE HOSPITAL GROUP. Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of oa home HOUSE 
SURGEON (recognised for the M.R.C.O.G.). Duties to com- 
mence Ist January, 1954. Appointment for 6 months. Salary 
in accordance with Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 

the Secretary, Elizabeth Garrett Anderson Hospital, by 
11th November, 1953. 
Euston-road, N.W.1. ROYAL FREE HOSPITAL GROUP. Applica- 
tions are invited from registered Women medical practitioners 
for the post of Full-time PATHOLOGICAL REGISTRAR 
(non-resident). Appointment for 1 year in the first instance. 
to commence Ist January, 1954. Salary in accordance with 
Ministry of Health scale for Registrars. 

Applications, with names of 3 referees, should be sent to 
the Secretary, Elizabeth Garrett Anderson Hospital, by 11th 
November, 1953. 
te GARRETT ANDERSON’ HOSPITAL, 
Euston-road, N.W.1. ROYAL FREE HOSPITAL GROUP.  Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of FIRST HOUSE PHYSI- 
CIAN for Medicine and Peediatries, to become vacant Ist January, 
1954. Appointment for 6 months. Salary in accordance with 
Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, by 
llth November, 1953. 
FOREST GATE HOSPITAL, Forest-lane, E.7. Applica- 
tions are invited for the resident post of HOUSE OFFICER 
(obstetrics), pre-registration second post. The appointment is for 
6 months, commencing Ist December, 1953, and is recognised 
for the training of candidates for D.Obst.R.C.0.¢ 

Written applications, together with 2 references, should be 
received by the Group Secretary, West Ham Group Hospital 
Management Committee, Stratford, E.15, not later than 12th 
November, 1953. 
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EAST HAM MEMORIAL HOSPITAL, Shrewsbury-road, 
London, E.7. Applications are invited for the post of RESIDENT 
OBSTETRIC OFFICER (Male or Female), third post, for 6 
months commencing Ist December, 1953. 

Applications, stating age and experience. together with copies 
of testimonials, should be sent to the Group Secretary, West 
Ham Group Hospital Management Committee, London, E.15, 
not later than 9th November, 1953 
HACKNEY HOSPITAL, “fond (General—807 
Beds.) CASUALTY HOUSE OFFICER months appoint: 
ment) required, to act also as House Officer to the E.N.T. 
Department. 

Se from second or third post candidates should 
reach the Group Secretary, Hackney Hospital Management 
Committee, London, E.9, as soon as possible. aiid 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Whole-time 
NON-RESIDENT REGISTRAR (radiotherapy) required Ist 
December. 

Applications, stating age, qualifications, experience, names of 
2 referees, to Secretary, Board of Governors, by 7th November. 


‘HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. RESIDENT 
HOUSE PH YSICIAN required lst January for duties in 
tuberculosis wards and the Chest Clinic, dealing with all types 
of respiratory disease. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary, Board of Governors, by 
7th November. : 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 
60, Grove End-road, N.W.8. Applications are invited from 
registered medica! practitioners (Male) for the appointment of 
HOUSE SURGEON to the Midwifery and Gynecology Depart- 
ments and to be responsible for the Casualty Department. 
Post is now vacant. Applicants should preferably have been 
qualified in 1952. Appointment will be for a period of 6 months. 
Salary is at the rate of £350 p.a. 

Applications should reach the Secretary as soon as possible, 
together with copies of 3 recent testimonials. 
ay CHEST HOSPITAL. Hospitals for Diseases of 

‘HEST. A vacancy occurs for RESIDENT ASSISTANT 
PHYSIC IAN at the Country Branch, Arlesey, near Letchworth. 
Appointment for 1 year from Ist January, 1954, and renewable. 
Post graded as Senior Registrar. 

Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, should 
reach the undersigned, from whom further particulars may 
be obtained, by 14th November, 1953. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. 
LONDON CHEST HOSPITAL. Hospitals for Diseases of 
THE CHEST. Applications are invited for the appointment of 
RESIDENT MEDICAL OFFICER. Appointment for 1 year 
from Ist January, 1954, and graded as Registrar. 

Applications, stating age, qualifications, with dates, and 
previous appointments held, with copies of 3 testimonials, 
should be sent to the undersigned not later than 14th November, 
1953. THoMas Brown, House Governor. 

London Chest Hospital, E.2. 

MILE END HOSPITAL, Bancroit-road, E.1. (475 Beds.) 
CASUALTY AND RECEIVING DEPARTMENT. CASUALTY AND 
RECEIVING OFFICER (Senior House Officer) required for 
duty on 30th November, 1953. Resident or non-resident. 

Application forms may be obtained from the Physician- 
Superintendent and should be returned together with _— of 
not more than 3 testimonials by 9th November, 1953 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of REGISTRAR (whole-time) to the 
Lysholm X-ray Department at The National Hospital, Queen- 
square. This post usually carries the grade of Senior Registrar. 
Applicants should hold a Diploma in Diagnostic Radiology 
and have had experience in general radiology. The appointment 
will be for 1 year in the first instance. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 21st November, 1953. 

H. Ewart MITCHELL, Secretary. 

The National Hospital, Queen-square, W.C.1. : 
NATIONAL TEMPERANCE HOSPITAL, Hampstead- 
road, N.W.1. Applications are invited for the post of HOUSE 
PHYSICIAN (general medicine) commencing Ist December, 
1953. Pre-registration post. 

Applications, stating age, qualifications, medical school, 
experience, together with the names and addresses of 2 referees, 
to reach the Hospital Secretary by 14th November, 1953. 


NATIONAL TEMPERANCE HOSPITAL, Hampstead- 
road, N.W.1. Applications are invited for the post of RESI- 
DENT MEDICAL OFFICER (Senior House Officer), commenc- 
ing Ist December, 1953. 

Applications, stating age, qualifications, experience, together 
with the names and addresses of 2 referees, to reach the Hospital 
Secretary by 14th November, 1953. 
PADDINGTON GREEN CHILDREN’S HOSPITAL, W.2. 
(ST. MARY’S HOSPITAL.) Applications are invited for the post of 
HOUSE SURGEON (first post). Pre-registration post, vacant 
Ist December, 1953. Tenable for 6 months. 

Applications, stating age, qualifications with dates, nationality, 


and copies of 3 testimonials, should reach the Secretary not later 
than 7th November, 1953. 


POPLAR HOSPITAL, East India Dock-road, E14, (120 
Beds. ) Required, CASUALTY HOUSE SURGEON (first, 
second, or third post). Duties include inpatient, outpatient 
and casualty work. Post recognised for F.R.C.S. Vacant now. 

Applications, stating age, nationality, and qualifications, to 
the Secretary. 
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NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) SENIOR in Peediatrics (non-resident) 
Whipps Cross Hospital, E.11 

(2) § OR REGISTE RAR in Pediatrics (non-resident ) 
(Teansiticnal). Queen Elizabeth Hospital for Children, E.2. 

(3) SENIOR SURGICAL REGISTRAR (non- resident ) 
Metropolitan Hospital, E.8. 

(4) SENIOR SURGICAL REGISTRAR (non-resident) 
Oldechurch Romford, Essex 

(5) 8 OR REGISTRAR in Orthopedics (non- -resident ) 
Oldchurch Hospital, Romford, Essex. Ho 
is a centre for area for general orthopedic conditions, incl. 
fractures, and there is a large amount of outpatient work. 

Appointments are open to candidates who have, since 
November 1950, completed or substantially completed training 
as Senior Registrars and are for 1 year in the first instance with 
possible extension to 2. 

Separate applications in duplicate, detailing date of birth, 
qualifications, experience, present appointment, grade, and 
salary, with 2 copies of 2 recent testimonials, to Secretary, 
lla, Portland- |-place, W.1, by 14th November, 1953. 

NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) REGISTRAR in General Surgery (resident), Oldchurch 

Hospital, Romford. Post recognised for F.R.C.S Hospital 


has specialised a ener gg dealing with all ty pes of acute 

medical and surgical c 

(2) ORT THOPEDIC “REGISTR AR (resident or non-resident), 
Southend General Hospital and other hospitals in the Group. 
Post recognised for F.R.C.S. 

(3) MEDICAL REGISTR AR (non-resident), Chase Farm 
and other hospitals within the Enfield Group, Middlesex. 
Preference given to candidates interested in diseases of the chest. 
Opportunity for research. 

4) REGISTRAR in Anesthetics (resident), Poplar Hospital, 
E.14. Preference will be given to candidates holding the D.A. 

(5) REGISTRAR in Pathology (non-resident), Queen Mary’s 
Hospital for the East End, Stratford, E.15. 

Appointments subject to review after 1 year. 

Separate applications in duplicate, detailing date of birth, 
qualifications, experience, present appointment, grade, and 
salary, with 2 copies of 2 recent testimonials, to Secretary, 
11a, Portland-place, W.1, by 14th November, 1953. 


ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
ASSISTANTS in Outpatient Department. There are vacancies 
for the above to attend at Golden-square on : 

Mondays at 2 P.M. ; Wednesdays at 9.30 A.M. ; 

Thursdays at 2 p.m. ; Fridays at 9.30 a.m. 
and at Gray’s Inn-road on : 

Tuesdays at 9.30 a.m. ; Wednesdays at 9.30 a.m. 

These appointments offer good opportunities for acquiring 
clinical experience in the specialty, and wil] be for initial periods 
of 6 months and each for 2 sessions weekly. Salary according 
to the terms and conditions of service for hospital =eaieal 
staff (paragraph 10b). 

Applications, giving details of qualifications and experience, 
and indicating sessions for which available, should be sent to the 
House Governor immediately. 


ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. Appli- 
cations are invited for ‘the following posts :— 

REGISTRAR. The appointment will be for an initial period 
of 1 year, and otherwise in accordance with the terms and 
conditions of service in the National Health Service. Applicants 
should have had considerable clinical experience in general 
surgery and in — specialty and they should hold a higher 
surgical qualificat 

SENIOR HOUSE. ‘OFFICER. The appointment will be for 
an initial period of 6 months, and otherwise in accordance with 
the terms and conditions of service in the National Health 
Service. Applicants should have had good clinical experience in 
general surgery and in this specialty and they should preferably 
hold a higher — qualification or have passed the primary 
F.R.C.S. examina 

Applic ations for either post should give full information as 
to qualifications and experience, with the names of 2 referees, 
-— should be sent to the House Governor before 9th November, 


ROYAL NORTHERN HOSPITAL, ‘Holloway, | Ar ppli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(ophthalmology, E.N.T., and radiotherapy). Salary £670 p.a., 
less £130 for residential emoluments. 

Applications, stating qualifications, and experience, with 
copies of 3 recent testimonials, to be sent to the Hospital 
Secretary as soon as possible. 


ROYAL NORTHERN HOSPITAL, Holloway, N.7. (279 
Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR MEDICAL REGISTRAR required at above Hospital. 
Candidates may visit the Hospital by direct appointment. 
Application forms obtainable from, and returnable to, the 
ty aia Royal Northern Hospital, N.7, by llth November, 


ROYAL FREE HOSPITAL GROUP. ~ Applications are 
invited for the post of REGISTRAR to the Rheumatology 
Department of the Royal Free Hospital. Duties to commence 
Ist January, 1954, appointment for 1 year in the first instance. 
Candidates should be registered medica] practitioners of not 
more than 10 years standing, and preferably members of the 
Royal College of Physicians. The post holds clinical responsi- 
bilities and some laboratory experience would be an advantage. 
Application forms may be obtained from the Secretary to 
oy Board of Governors, Royal Free Hospital, Gray’s Inn-road, 


W.C.1, to —- they should be returned not later than 20th 
November, 1953 
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ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of MEDICAL REGISTRAR at the Royal 
Free Hospital. Duties to commence on Ist January, 1954. 
Appointment for 1 year in the first instance. Candidates should 
be registered medical practitioners of not more than 10 years 
standing, and Members of the Royal College of Physicians. 
Application forms may be obtained from the Secretary to 
the Board of Governors, The Royal Free Hospital, Gray’s Inn- 
road, W.C.1, to whom they should be returned not later than 
13th November, 1953. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the ‘post of SENIOR MEDICAL REGISTRAR 
at the Royal Free Hospital. Duties to commence on Ist January, 
1954. Appointment for 1 year in the first instance. Candidates 
should be registered medical practitioners of not more than 
10 years standing. and Members of the Royal College of Physi- 
cians. The present Medical Registrar is a candidate for the post. 
Formal application. giving details of experience, &c., together 
with the names of 3 referees, should be sent to the Secretary to 
the Board of Governors The Royal Free Hospital, Gray's 
Inn-road, W.C.1, by 13th November, 1953. 


ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of SENIOR MEDICAL REGISTRAR at 
the Royal Free Hospital. Duties to commence on Ist January, 
1954. Appointment for 1 year in the first instance. Candidates 
should be registered medical practitioners of not more than 
10 years standing, and Members of the Royal College of Physi- 
cians. The present Locum is an applicant for the post. 

Formal application, giving details of experience, &c., together 
with the names of 3 referees, should be sent to the Secretary 
to the Board of Governors, The Royal Free Hospital, Gray’s 
Inn-road. W.C.1, not later than 17th November, 1953. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of FIRST ASSISTANT to the Diabetic 
Department (Registrar grade). Duties include some general 
medical work. Appointment to commence on Ist January, 1954, 
for 1 year in the first instance. Candidates should be registered 
medical practitioners of not more than 10 years standing. The 
present locum is an applicant for the post. 

Application forms may be obtained from the Secretary to the 

Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1. to whom they should be returned not later than 17th 
November. 1953. 
ROYAL FREE HOSPITAL. Applications are invited for 
the post of SENIOR REGISTRAR to the Infectious Diseases 
Department at the Royal Free Hospital. Duties to commence 
Ist January, 1954, appointment for 1 year in the first instance. 
Candidates should be registered medical practitioners of not 
more than 10 years standing and should be members of the 
Royal College of Physicians. 

Formal applications, giving details of experience, &c., together 

with the names of 3 referees, should be sent to the Secretary to 
the Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, not later than 21st November, 1953. 
ROYAL FREE HOSPITAL. Applications are invited 
from Men and Women practitioners for the appointment of 
RESIDENT ASSISTANT PATHOLOGIST at the above 
Hospital. Salary in accordance with Ministry of Health scale 
for House Officers. Applicants should have held at least 1 
Junior House appointment. The appointment is for 6 months 
in the first instance, duties commencing on Ist January, 1954. 

Application forms may be obtained from the Secretary to 
oy Board of Governors, Royal Free Tospital, Gray’s Inn-road, 


’.C.1, to whom they should be returned not later than 13th 
November, 1953. 


ROYAL FREE HOSPITAL. Applications are invited for 
the post of SENIOR HOUSE OFFICER to the Rheumato- 
logy Department of the above Hospital. Applicants must be 
registered medical practitioners of not more than 10 years 
standing. The appointment is full time, non-resident, for 
6 months in the first instance. Duties to commence on Ist 
January, 1954. Salary and conditions of service in accordance 
with those laid down by the Ministry of Health. 

Application forms may be obtained from the Secretary to the 

Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom the form should be returned not later than 
13th November. 1953. 
ROYAL FREE HOSPITAL, Gray’s Inn-road, W.C.1. 
Applications are invited from medical practitioners for the post 
of SENIOR CASUALTY OFFICER at the above Hospital. 
The appointment is full time, resident, for 6 months, to commence 
on Ist January, 1954. Salary and conditions of service in 
accordance with those laid down by the Ministry of Health for 
Senior House Officers. 

Application forms may be obtained from the Secretary to 

the Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 13th 
S.E. REGIONAL THORACIC SURGERY UNIT. (40 
Beds.) BROOK GENERAL HOSPITAL, Shooters Hill-road, S.E.18. 
SENIOR HOUSE OFFICER (recognised for F.R.C.S.), vacant 
3rd December. The Unit treats all types of chest diseases and 
offers opportunity for comprehensive training in thoracic 
surgery. Appointment for 6 months in first instance and may be 
renewed for further period. Salary £670, less £150 p.a. for 
residence. 
» ove’ to Group Secretary, Memorial Hospital, Woolwich, 
ST. ANN’S GENERAL HOSPITAL, N.15. (756 Beds.) 
Applications are invited from registered medical practitioners for 
the appointment of RESIDENT HOUSE PHYSICIAN (Senior 
House Officer) for duty in the Infectious Diseases Unit and other 
general duties, for a period of 6 months commencing 30th 
November, 1953. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, Tottenham, N.15, to be 
returned by 21st November, 1953. 


SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Female medical practitioners 
for the appointment of HOUSE SURGEON vacant in November. 
The appointment is for a period of 6 months. 

For form of application apply to the Secretary at the Hospital. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
for the post of MEDICAL REGISTRAR (Female) for 7 sessions 
weekly, vacant on 12th January, 1954. The appointment will 
be for 1 year in the first instance. <A higher qualification in 
medicine is desirable. Canvassing will disqualify but candidates 
are not precluded from visiting the Hospital. 

For forms of application apply (enclosing stamped addressed 
envelope) to the Secretary, Lambeth Group Hospital Manage- 
ment Committee, Renfrew-road, S.E.11, to whom completed 
forms should be returned not later than 13th November, 1953. 
st. FRANCIS’ HOSPITAL, Constance-road, East 
Dulwich, S.E22. (398 chronic sick.) CAMBERWELL HOSPITALS 
MANAGEMENT COMMITTER. Applications invited for appoint- 
ment as SENTOR HOUSE OFFICER (medical duties). Posi- 
tion vacant from 25th November, 1953. Salary £670 a year, 
with deduction at rate of £150 a year in respect of residence. 

Applications, stating age, qualifications and experience, 

enclosing copy testimonials. to the Secretary, Camberwell 
Hospitals Management Committee, Dulwich Hospital, S.E.22, 
as soon as possible. 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street, 
Wapping, E.1. Applications are invited for the post of HOUSE 
PHYSICIAN (pre- or post-registration). Post vacant 15th 
November, 1953. Tenable for 6 months. Salary, &c., in accord- 
ance with national scale. 

Applications, stating age, qualifications and experience, 
together with copies of 3 recent testimonials, to be forwarded 
to the Medical Superintendent. : 


ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for the post of RESIDENT ASSISTANT CLINICAL 
PATHOLOGIST in the grade of Senior House Officer. Previous 
experience in laboratory work is not essential, but applicants 
should have held a previous clinical appointment. This appoint- 
ment is for 1 year, and falls vacant on 27th December, 1953. 

Applications should be addressed to the undersigned and 
should be received not later than 21st November, 1953. 

P. H. CONSTABLE House Governor. 
ST. MARY’S HOSPITAL, W.2. Applications from suitably 
qualified practitioners are invited for the post of Part-time 
CLINICAL ASSISTANT to the Physiotherapy Department. 
The grading of this post is Registrar and the successful applicant 
will be required to undertake 4 notional half-days per week as 
from a date to be arranged. The appointment will be for a first 
period of 12 months, the holder being eligible for reappointment. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous and 
present appointments, together with the names and addresses 
of 3 referees, should reach ALAN PowpitcH, House Governor, 
not later than 17th November, 1953. enreie ye 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Part-time OUTPATIENT SURGICAL 
ASSISTANT (graded Senior House Officer), for 4 notional half- 
days per week—i.e., Tuesday P.M., Wednesday A.M., Friday A.M., 
and Friday p.m. The appointment will be for a first period of 12 
months, the successful candidate will be required to commence 
duties as soon as possible. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous 
and present appointments, together with the names and addresses 
of 3 referees should reach ALAN PowpitTcH, House Governor, 
not later than 17th November, 1953. 

ST. STEPHEN’S HOSPITAL, Chelsea, 8.W.10. Casualty 
OFFICER (with anresthetic duties). Senior House Officer grade. 

Applications, naming 2 referees, to the Medical Superintendent 
ST. STEPHEN’S HOSPITAL, Chelsea, S.W.10. House 
SURGEON (resident). Pre-registration post. Vacancy Ist 
December, 1953. 

Applications, naming 2 referees, to the Medical Superintendent. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Medical 
REGISTRAR, for 1 year in the first instance. 

Applications, including names and addresses of 2 referees, 
to the Clerk of the Governors by 7th November, 1953. _— 
WANSTEAD HOSPITAL, Wanstsad, E.11. Applications 
are invited for the post, now vacant, of CASUALTY OFFICER 
(graded as Senior House Officer). Salary £670 p.a., with a 
deduction of £120 p.a. for board. lodging, &c. k 

Applications, giving full particulars, together with copies o 
2 recent testimonials, should be sent immediately to the Secretary, 


SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for appointment as REGISTRAR 
(infectious diseases) at above Hospital, vacant end of December, 
1953. Candidates may visit the Hospital by arrangement with 
the Physician-Superintendent. 

Applications (5 copies are required to be completed) to be 
submitted by 13th November, 1953, on forms obtainable from 
the Group Secretary (L.146), Fulham and Kensington Hospital 
Management Committee, 5, Collingham-gardens, London, 
S.W 


5. 


WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
HOUSE SURGEON (general and gynecology) required Ist 
December. 
Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary by 7th November. 
39 
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WHITTINGTON HOSPITAL, London, N.19. 
METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR required at above Hospital. Unit consists of 
general surgical beds with large gastro-enterological section. 
F.R.C.S. desirable. Hospital may be visited by appointment 
with Medical Superintendent. 

Application forms obtainable from, and returnable to, Group 
Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6, by 9th November. 


North West 


WHITTINGTON HOSPITAL, London, N.19. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time 
REGISTRAR required in the Physical Medicine Department. 
The post affords wide general experience in all branches of 
physical medicine and is recognised for Part II of the D.Phys. 

ed. Preference will be given to candidates holding Part I of 
the Diploma. Hospital may be visited by appointment with 
the Medical Superintendent. 

Application forms obtainable from, and returnable to, Group 

Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6, by 9th November. 
ABERDEEN ROYAL INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER in the 
Orthopedic Department of the above Hospital. The post is 
non-resident and applicants should have previous experience 
in general surgery. Conditions of service in accordance with the 
terms issued by the Department of Health for Scotland. 

Applications, with the names of 2 referees, to be lodged with 
the Secretary, Aberdeen General Hospitals, 62, Queen’s-road, 
on within 14 days of the appearance of this advertise- 
ment. 

ABERYSTWYTH GENERAL HOSPITAL. Mid Wales 
HOSPITAL MANAGEMENT COMMITTEE. A vacancy will occur for 
hg SURGEON at the above Hospital early in December, 


vd. 
__Applications to the Secretary, General Hospital, Aberystwyth. 
ALTRINCHAM. ST. ANNE’S HOSPITAL, near Man- 
CHESTER. (53 Beds. Recognised for D.L.O. examinations. 
Staffed by Manchester Consultants.) NORTH AND MID-CHESHIRE 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (E.N.T.), to commence in December, 1953. This 
is a busy Hospital, and offers excellent scope for a suitable 
Officer. Salary and conditions of service as laid down by the 
Ministry of Health. 
— to the Group Secretary, North and Mid-Cheshire 
Hospital Management Committee, The Hospital, Sinderland- 
road, Altrincham, Cheshire. 
ASCOT. HEATHERWOOD ORTHOPADIC HOSPITAL. 
(218 Beds—Adults and Children.) ORTHOPADIC REGIS- 
TRAR (resident) required. Hospital is a regional centre for all 
general orthopeedic conditions, including fractures ; there is also 
a large amount of outpatient work. Post recognised for F.R.C.S. 
Candidates may visit Hospital by direct appointment. 
Application forms obtainable from, and returnable to, 
Secretary, Windsor Group Hospital Management Committee, 
Alma-road, Windsor, by 6th November. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT HOUSE OFFICER (Male) for Anesthetics. Large 
general hospital recognised for D.A. 6 months appointment. 
Applications, stating age, qualifications and experience, with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE OFFICER (pediatrics) required at 


Ashton-under-Lyne General Hospital. Recognised for the 
D.C.H, Post vacant early November. 
Applications, stating age, nationality, qualifications and 


experience, together with copies of 3 testimonials, should be 
forwarded to the Group Secretary, Astley-road, Stalybridge, 
Cheshire. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
at Ashton-under-Lyne General Hospital (800 
eas) 

SENIOR HOUSE OFFICER (general surgery ), vacant middle 

of November. 

HOUSE SURGEON, 

F.R.C.S. (Eng.). Pre-registration post. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 testimonials, should be 
forwarded to the Group Secretary, Astley-road, Stalybridge, 
Cheshire. 

AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 

ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. Applications 

are invited for the following appointments :— 
Royal Buckinghamshire Hospital 

SENIOR HOUSE OFFICER to Accident and Orthopedic 
Department (which is centred upon this Hospital and comprises 
48 Beds), vacant now. 

Applications for the above appointment, with 2 testimonials, 
to Secretary-Superintendent as soon as possible. 

Tindal General Hospital 

HOUSE SURGEON (E.N.T.), Male or Female, vacant now. 
New department with high turnover and 4 Outpatient Clinics 
weekly. No casualty department. Recognised for F.R.C.S. and 
D.L.O. Post recognised for Pre-registration Service but regis- 
tered practitioners are invited to apply. Applications for a locum 
appointment will be considered. 

Applications, with 2 testimonials, to the 
Officer as soon as possible. 


BEXHILL-ON-SEA. BEXHILL HOSPITAL. (62 Beds.) 
2 HOUSE SURGEONS. Posts now vacant. (A small modern 
hospital on_ the South coast.) Considerable acute surgical work 
and busy Outpatient Department. Excellent all-round experi- 
ence. National scale of salary. 

Apply to Hospital Administrator. 


40 


vacant now. Recognised for 


Administrative 


BARNSLEY. ST. HELEN HOSPITAL. (226 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (obstetrics and gynecology) required. Appoint- 
ment for 1 year in first instance. There are 69 lying-in and 
antenatal and 20 gynecological beds at this Hospital. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 9th November, 1953, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

BARNSLEY. ST. HELEN HOSPITAL. Locum Senior 
HOUSE OFFICER (obstetrics and gynecology) required from 
middle November to end of year Goqeerese | 

Apply to Group Secretary, Barnsley Hospital Management 
Committee, 33, Gawber-road, Barnsley, 
BARNSTAPLE. NORTH DEVON INFIRMARY. (110 
Beds.) HOUSE PHYSICIAN (pre-registration). Post vacant 
Ist January, 1954. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. _ 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for a resident post of HOUSE 


SURGEON (recognised for pre-registration) at the North 
Lonsdale Hospital, Barrow-in-Furness, with surgical work 
under control of Consultant Surgeons. Post recognised for 


F.R.C.S. National conditions and salary scale. 

Applications to the Group Secretary, 52, Paradise-street, 
Barrow-in-Furness. 
BATH. ROYAL UNITED HOSPITAL. (404 Beds.) 
Applications are invited from medical practitioners for the 

ost of HOUSE SURGEON (orthopedic and traumatic) at 
he above Hospital, a modern general hospital with recently 
completed permanent twin operating-theatres. The post 
offers opportunity not only in traumatic surgery but in “ cold ” 
orthopeedics and the specialised field of arthritic surgery. The 
post is recognised under the F.R.C.S. regulations and for pre- 
registration purposes. 

Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to— 

. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 

Manor Hospital, Bath. a 
BATH. Applications 
invited from registered medical practitioners for post of SENIOR 
HOUSE OFFICER in General Medicine at above Hospital. 
Appointment will be of 12 months duration in first instance. 

Applications, stating age, qualifications and experience, with 
3 recent testimonials, should be addressed to— 

J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 

Manor Hospital, Bath. 

BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited from medical practitioners for the post of HOUSE 
SURGEON at above Hospital. The post is recognised for pre- 
registration purposes, and under the F.R.C.S. regulations. 

Applications, stating age, qualifications and experience, with 

recent testimonials, should be forwarded to— 

J. LAWRENCE MEars, Secretary, 
Bath Hospital Management Committee. 

BATH. ST. MARTIN’S HOSPITAL. (614 Beds.) Applica- 
tions are invited from medical practitioners for the post of 
HOUSE SURGEON (orthopedic and traumatic) at above 
Hospital. The post offers opportunity not only in traumatic 
surgery but in ‘‘cold”’ orthopeedics and the specialised field of 
arthritic surgery. The Hospital is recognised under the F.R.C.S. 
regulations and the post is recognised for pre-registration purposes. 

Applications, stating age, qualifications and experience, with 
3 testimonials, should be forwarded to the undersigned as soon 
as possible. J. LAWRENCE MEARS, Secretary, 

Bath Hospital Management Committee. 

Manor Hospital, Bath. 


BATH (near). WINSLEY CHEST HOSPITAL. (135 Beds.) 
Applications are invited from registered medical practitioners 
for the post of RESIDENT HOUSE PHYSICIAN (Senior 
House Officer grade), at above Hospital. The Hospital over- 
looks the Limpley Stoke Valley about 7 miles from Bath and 
is served by a regular bus service. 

Applications, stating age, qualifications and experience, 
with 3 recent testimonials, should be forwarded to— 

J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 
Manor Hospital, Bath. 


BEDFORD GENERAL HOSPITAL. (435 Beds.) Bedford 


GROUP HOSPITAL MANAGEMENT COMMITTEE. 2 RESIDENT 
HOUSE PHYSICIANS required (pre-registration posts) on 


Ist December, 1953. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 testimonials, should 
be forwarded to the Group Secretary, 3, Kimbolton-road, 
Bedford. 
BEDFORD GENERAL HOSPITAL. 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON required. Post vacant 20th November, 
1953. Preference will be given to persons seeking pre-registration 
posts under the Medical Act, 1950. The appointment offers 
exceptional opportunity for general experience in a busy acute 
Surgical Unit. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 testimonials, should be 
forwarded to Group Secretary, 3, Kimbolton-road, Bedford. 
BIDEFORD AND DISTRICT HOSPITAL. (51 Beds.) 
HOUSE PHYSICIAN required. Flat available for married 
Officer. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 


(435 Beds.) Bedford 
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BIRMINGHAM ACCIDENT HOSPITAL, 
BIRMINGHAM, 15. (215 Beds.) 
Female). 3 posts vacant Ist November. 
will be for a period of 6 months of which 2 may be spent in the 
Burns Unit (Medical Research Council). The Hospital is the 
largest Traumatic Unit in the country and treats 50,000 new 
patients each year. 
and pre-registration applicants, and offer ample opportunity 
for practical experience in the management of all types of 
oie s and teaching by the Consultant staff. Recognised for 


Bath-row, 


ipoleations, with copies of recent testimonials or names of 
2 referees, to the Administrator. F 
BIRMINGHAM. HOLLYMOOR HOSPITAL. (646 Beds.) 
BIRMINGHAM NO. 6 GROUP (MENTAL B) HOSPITAL MANAGEMENT 
COMMITTER. Applications invited for post of JUNIOR HOS- 
PITAL MEDICAL OFFICER (Male or Female), resident or 
non-resident. Valuable experience provided in the diagnosis 
and treatment of all forms of neurosis and psychosis. Previous 
postgraduate psychiatric experience not essential. 
Health terms and conditions of service. 

Applications, stating name, age, nationality, qualifications, 
experience, and providing the names of 3 referees, to be sent 
within 14 days to the Secretary, Offices of the Group Hospital 
Management Committee, Rubery Hill Hospital, Birmingham. 
BIRMINGHAM, 9. LITTLE BROMWICH HOSPITAL. 
Applications are invited from registered medical practitioners 
for the appointment of JUNIOR HOSPITAL MEDICAL 
OFFICER for Infectious Diseases. Previous experience in 
infectious diseases essential. Post vacant 22nd November, 1953. 

Applications, stating age and experience, enclosing copies of 
2 recent testimonials, to the Physician-Superintendent. 
BIRMINGHAM (SELLY OAK) GROUP OF HOSPITALS. 
Whole-time REGISTRAR (non-resident) in E.N.T. Surgery. 
Duties in E.N.T. Department, Selly Oak Hospital (1098 Beds, 
including 39 E.N.T.). Successful candidate will spend approxi- 
mately half-time in otological clinics in large factories in connec- 
tion with M.R.C. investigations. Experience specialty and 
higher qualification an advantage. 

Application forms from Secretary, Birmingham Regional 
Hospital Board, 10, Augustus-road, Birmingham, 15, to be 
returned before 16th November, 1953. 

BIRMINGHAM, 29. SELLY OAK HOSPITAL. (1059 
Beds. ) Applications invited for the post of CASUALTY 
OFFICER (Senior House Officer), resident or non-resident. 

Applications, giving qualifications, experience, and age, with 

copies of 3 recent testimonials, to the Medical Superintendent. 


BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley-road, 
BIRMINGHAM, 16. OBSTETRIC HOUSE OFF ICER required. 
Salary according to approved scale. The post is recognised under 
the Medical Act, 1950, for Pre-registration Service, and by the 
Royal College of Obstetricians and Gynecologists for the 
D.Obst.R.C.0.G. 

Applications, stating age, qualifications, and experience, with 
recent testimonials, to the Secretary, Dudley Road Hospital, 
Birmingham, 18. 


BIRMINGHAM. THE SKIN HOSPITAL, Inpatient 
DEPARTMENT, George-road, EDGBASTON, BIRMINGHAM, 15. 
Required, SENIOR HOUSE OFFICER or HOUSE OFFIC ER, 
according to experience. Inpatient Department is modern and 
well equipped, providing facilities for study of skin diseases. 
Successful applicant will be required to assist Consultant at 
outpatient clinics. 

Applications, with copies of 2 recent sostioneeinle, to the 
Secretary, Dudley Road Hospital, Birmingham, 


BIRMINGHAM. THE UNITED SESE HOS- 
PITALS. QUEEN ELIZABETH HOSPITAL. Applications are invited 
for the post of RESIDENT MEDICAL OFFICER (Registrar 
grade), for duty at the above Hospital, vacant shortly and 
tenable for 1 year in the first instance. Candidates must be 
registered medical practitioners, and have held a_ resident 
appointment. 

‘orms of application may be obtained from, and should be 
returned not later than 14th November, 1953, to, the Secretary, 
United Birmingham Hospitals, Queen Elizabeth Hospital, 
Birmingham, 15. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE QUEEN ELIZABETH HOSPITAL. Applications are 
invited for the post of RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer) in the ty ee of Bacteriology and 
Clinical Pathology. This Officer will act as 1 of 3 blood bank 
officers in addition to routine work in the department. Previous 
experience in clinical pathology is net essential but applicants 
should have had hospital postgraduate experience. The appoint- 
ment will be for 12 months from Ist January, 1954. urther 
particulars can be obtained from the Director of the Clinical 
Pathological Services. 

Application forms may be obtained from the Secretary, United 
eet go Hospitals, Queen Elizabeth Hospital, Birmingham, 

15 ane should be returned to him not later than 14th November, 


19 

“THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL. HOUSE OFFICER 
(casualty) required to commence duty on 7th January, 1954, for 
6 months. Recognised for students, but regis- 
tered practitioners may apply. 

Forms of application may be obtained from the House 
Governor, The Children’s Hospital, Ladywood-road, Birming- 
Som. 16, “— should be returned not later than 7th November, 
1953. . A. PHALP. Secretary to the Board of Governors, 


ae ROYAL INFIRMARY. (244 acute beds.) 
HOUSE SURGEON required on or about 21st November, 1953. 
for pre-registration purposes and recognised for 


AD ly to Secretary, Hospital Management Committee Offices, 
Roya Blackburn. 


HOUSE SURGEON (Male or | 
The appointments | 


Posts are open to registered practitioners | 


Ministry of | 


| 


BLACKBURN ROYAL INFIRMARY. Blackburn and 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR 
(aneesthetics) required. Resident post. at above Infirmary, 
recognised for D.A. and F.F.A. R.C. S. with duties arranged by 
the Consultant-in-charge at Queen’s Park Hospital, Blac kburn, 
and Accrington Victoria Hospital. 

Apply to Secretary, Hospital Management Committee Office, 

Royal Infirmary, Blackburn. 
BISHOP’S STORTFORD AND DISTRICT HOSPITAL, 
Rye-street, BISHOP’S STORTFORD, HERTS. (67 Beds—medical, 
surgical, and maternity. Midway between London and Cam- 
bridge. Main Line Railway from Liverpool Street.) Applica- 
tions are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (first or second post held). 
Salary £350-£400 p.a., less £100 p.a. for residential emoluments. 
Appointments to commence as soon as possible. 

Applications, stating age, nationality, qualifications and 

experience, with copies of recent testimonials or the names of 
referees, should be sent to the Hospital Secretary, Haymeads 
Hospital, Bishop’s Stortford, Herts. 
BISHOP’S STORTFORD, HERTS. HAYMEADS HOS- 
PITAL. (400 occupied beds. Midway between London and 
Cambridge. Main Line Railway from Liverpool Street.) Appli- 
cations are invited from registered medical practitioners for 
the appointment of a Whole-time Temporary REGISTRAR 
(anesthetics) at the above Hospital. Post vacant immediately. 
Salary at rate of £775-£890 p.a., less £130 p.a. residential 
emoluments. 

Applications, giving fullest details, together with copies of 

recent testimonials or the names of referees, to the Hospital 
Secretary. 
BISHOP’S STORTFORD, HERTS. HAYMEADS HOS- 
PITAL. (400 occupied beds. Midway between London and 
Cambridge. Main Line Railway from Liverpool Street.) Appli- 
cations are invited from registered medical practitioners for a 
RESIDENT HOUSE OFFICER (surgical), first or second post 
held. Pre-registration post. Salary £350-£400 p.a., less £100 
p.a. for residential emoluments. Appointment to commence 
as soon as possible. 

Applications, stating age, nationality, qualifications and 
experience, with copies of recent testimonials or the names of 
referees, to the Hospital Secretary. 

BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. 
The Royal Infirmary, Bolton (237 Beds) 

ASSISTANT RESIDENT SURGICAL or FICER (Senior 
House Officer grade), vacant immediately, recognised for 
F.R.C.S. and tenable for 12 months. 

RESIDENT HOUSE SURGEON for general surgical duties, 
vacant 24th November, tenable for 6 months and recognised 
under the Pre-registration Service scheme. 

Bolton District General Hospital (545 Beds) 

RESIDENT SENIOR HOUSE OFFICER for general surgical 
duties, vacant during November, recognised for F.R.C.S. and 
tenable for 12 months. 

RESIDENT HOUSE SURGEON for general surgical duties, 
vacant immediately, tenable for 6 months and recognised under 
the Pre-registration Service scheme. 

Group Laboratories 

RESIDENT PATHOLOGIST (Senior House Officer grade), 
vacant immediately, tenable for 12 months and recognised for 
the Dip. Path. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be sent immediately to— 

H. P. TRavis, Group Secretary. 


The Royal Infirmary, Bolton. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (492 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of HOUSE PHYSICIAN vacant Ist December. 
The appointment is recognised for pre-registration purposes. 

Applications to the Deputy Hospital Secretary. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
WESTBOURNE. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of HOUSE SURGEON for E.N.T. and ophthalmic 
duties. In addition to the duties at the above Hospital, the 
successful candidate will be required to assist in E.N.T. Out- 
patient Clinics at Royal Victoria Hospital, Boscombe, Bourne- 
mouth and Poole General Hospital. The appointment is 
recognised for the D.O. and D.L.O. Diplomas. 

Applications to the Deputy Hospital Secretary, Shelley-road, 
Boscombe, Bournemouth. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(492 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. RESIDENT ANASSTHETIST (Senior House 
Officer) required for 16th November. The post is recognised for 
the D.A. and F.F.A.R.C.S. and is tenable for 12 months. 

Applications to the Deputy Hospital Secretary. 


BRAINTREE, ESSEX. BLACK NOTLEY HOSPITA AL. 
(544 Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER for Surgical Tuberculosis Unit, comprising chiefly 
orthopedic tuberculosis, genito-urinary tuberculosis, and other 
non-pulmonary and combined lesions. Post tenable for 1 year. 
Salary in accordance with the terms of service issued by the 
Ministry of Health. 

Applications. with copies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. * 
BRADFORD. ROYAL EYE AND EAR HOSPITAL. House 
SURGEON (E.N.T.), vacant now. Recognised for D.L.O. and 
F.R.C.S. Salary £350-£450 p.a., less £100 p.a. residential 
emoluments. 

Applications, stating age, nationality, qualifications and 
—, with copy testimonials, to Secretary, Bradford Royal 

rmary. 
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BRADFORD ROYAL INFIRMARY. 

HOUSE OFFICER (anesthetics), vacant now. 

HOUSE SURGEON (general and urology), vacant now. 
Salary £350-£450 p.a., less £100 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copy testimonials, to Secretary. 

BRADFORD. ST. LUKE’S HOSPITAL. 

SENIOR ORTHOPASDIC HOUSE SURGEON/CASUALTY 
OFFICER, vacant now. Salary £670 p.a., less £130 p.a. resi- 
dential emoluments. 

HOUSE SURGEON (general and plastic), vacant now. 

HOUSE SURGEON (general and casualty), vacant now 

ORTHOPASDIC HOUSE SURGEON/CASUALTY OFF ICER, 
vacant now. 

Salary for above 3 posts £350-£450 p.a., 
dential emoluments. 

Applications, for all above posts, stating age, nationality. 
qualifications, and experience, with copy testimonials, to 
Secretary, Bradford Royal Infirmary. 

House Officer 


BRADFORD. ST. LUKE’S HOSPITAL. | 
Salary £350-£450 p.a., 


less £100 p.a. resi- 


(aneesthetics), vacant Ist December. 
less £100 p.a. residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, with copy testimonials, to Secretary, Bradford Royal 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP HOSPITALS. SENIOR HOUSE OFFICER 
(£670 p.a.) for duties in the E.N.T. Department of the Group 
ay a Beds), vacant now. Recognised for F.R.C.S., 

) 4 

Applications, with details of experience, &c., together with 
names and addresses of 2 referees, to the Administrative Officer, 
Royal Sussex County poeta. Beaten. 7, as soon as possible. 
BRIGHTON, 7. RO X COUNTY HOSPITAL. 
(300 Beds.) CASUALTY | HOUSE "SURGEON (1 of 3), including 
duties with Orthopedic and Traumatic Unit. Pre- tration 
post and recognised for F.R.C.S. from 1954. Vacant October. 

Applications, giving details of age, experience, &c., together 
with names and addresses of 2 referees, to be sent to the 


Administrative Officer. 
STAPLETON HOSPITAL. 


BRISTOL. (850 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER (additional third 
post). Salary £700-—£50-£1000. Furnished accommodation 
available, together with board and laundry, for which a charge 
of £120 p.a. is made. If a married man is appointed a reasonable 
charge will be made in respect of the wife. The Hospital is 
developing rapidly and houses the Geriatric Unit for Bristol 
Clinical Area. The appointment offers excellent clinical experi- 
ence in the diagnosis and treatment of acute and chronic cases, 
and there is ample time for postgraduate study. 

Applications, stating age, nationality, whether married or 
single. experience, qualific ations, and names and addresses of 
2 referees, to be sent to the Group Secretary, Stapleton Hospital 
Management Committee, 200, Manor-road, Fishponds, Bristol, 
within 14 days of the appearance of this advertisement. 
CAERPHILLY DISTRICT MINERS’ HOSPITAL. Senior 
HOUSE OFFICER (surgery) and 2 HOUSE SURGEONS 
(pre-registration if suitable candidates available) required at 
above Hospital—6 miles from Cardiff (144 Beds for acute 
general surgery, orthopedics, N.T., ophthalmology, and 
gynecology ; 26 Beds for general medic ine) ; ; busy Outpatient, 
Casualty, and Pathology Departments. 

Apply, with full particulars, to Group Secretary, Hospital 

Management Committee, St. Martin’s-road, Caerphilly, near 
Cardiff. 
CANTERBURY. KENT AND CANTERBURY HOSPITAL. 
(265 Beds.) GENERAL SURGICAL AND UROLOGICAL 
HOUSE SURGEON as a Senior or Junior House Surgeon 
grading. The above post, which is recognised for the F.R.C.S. 
Diploma, is now vacant. National Health Service salary and 
conditions. 

Applications, togeth*: with copies of 2 testimonials, to be 
addressed to the Hospita! Secretary at the “above Hospital. 
CANTERBURY. KENT AND ANTERBURY HOS- 
‘PITAL. (265 Beds.) OBSTETRIC HOUSE SURGEON, The 
above m. which is recognised for the D.Obst.R.C.0.G., becomes 
vacant early in December. National Health Service salary and 
conditions. 

Applications, together with 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (265 Beds.) PASDIATRIC HOUSE PHYSICIAN, 
The above post, recognised for D.C.H., includes work in the 


ward and Outpatient Department and also provides experience 
in the care of the newborn. ——— exist for the study of 
»yreventive medicine among children and child guidance work. 
Post becomes vacant in January. National Health Service salary 
and conditions. 
apps ations, together with 2 testimonials, to be addressed to 

the ospital Secretary at a abov e Hospital. 
CANTERBURY. KE AND CANTERBURY HOS- 
PITAL. (265 Beds.) SENIOR HOUSE PHYSICIAN. The 
above post becomes vacant in December. £670 p.a., together 
with National Health Service conditions, 
Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 


CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
Applications are invited for the appointment of HOUSE 
PHYSICIAN, vacant in mid-November, 1953. The post is 
resident and the salary scale £350-£450 according to experience, 
less £100 residential emoluments. Terms and conditions of 
service in accordance with the National Health Service 
regulations. 

Applications, together with at least 2 testimonials, should 

sent to STANLEY T. Davis, Secretary. 

General Hospital, Cheltenham. 
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CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
CHELTENHAM GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the position of HOUSE SURGEON. 
Salary at the rate of £350, £400, or £450 p.a., less £100 residential 
emoluments. 

Applications, stating age, qualifications, experience, and 
enclosing copy testimonials, should be sent to the Secretary, 
Group Management Committee, General Hospital, Cheltenham. 
CHELMSFORD AND ESSEX HOSPITAL. Applications 
are invited for the post of CASUALTY OFFICER (Senior House 
Officer), resident and tenable for 6 months. It offers excellent 
experience in the treatment of fractures and diagnosis of acute 
medica] and surgical emergencies. Opportunity is given for the 
Casualty Officer to follow up his cases in the wards and to obtain 
operating experience in major theatre under the guidance of the 
Consultants or the Resident Surgical Officer. Off-duty time is 
generous and the post is one likely to suit both an Officer seeking 
a higher qualification in surgery or one intending General 
Practice. Salary £670 p.a., with £130 deduction for residential 
emoluments, 

Apply Secretary, Chelmsford co Hospital Management 
Committee, Chelmsford and Essex Hospital, London-road, 
Chelmsford, Essex. 
CHELMSFORD AND ESSEX HOSPITAL. 


(163° 


are invited for the post of RESIDENT HOUS 
(pre-registration post). The post will become vacant 
on 22nd November, and offers good surgical experience and is 


recognised for the F.R.C.S. 

Applications, together with 2 recent testimonials, to pe 
Secretary, Chelmsford Hospital ment Commit! 
London-road, Chelmsford. 

CHELMSFORD. ST. JOHN’S HOSPITAL. House 
SURGEON (pre-registration, first, second, or third post). 


Duties commencing 21st November, 1953. The Hospital deals 
with a large number of routine ane + nel surgical cases. 
The post is recognised for the F.} 

Applications, stating age, Bk el qualifications, and 
experience, together with copies of recent testimonials, should 
be received not later than 10th November by R. G. MorrRIsH, 
Secretary, Hospital Ma.agement Committee, Chelmsford Group, 
Chelmsford an Essex Hospital, London- road, Chelmsford. __ 


CHELMSFORD. ST. JOHN’S HOSPITAL. Applications 
are invited for the post of HOUSE PHYSICIAN (pre-registra- 
tion, or a, — , or third post). Duties commencing 21st 


igtating age, nationality, qualifications and 


exper ence, together with copies of recent testimonials, should 
received not later than 3rd November by R. G. 
Seiaceen. Secretary, Hospital Management Committee, Chelms- 
ford Group, Chelmsford and Essex Hospital, London-road, 
Chelmsford. 
CHEPSTOW. ST. LAWRENCE PLASTIC SURGERY 
HOSPITAL. WELSH REGIONAL HOSPITAL BOARD. ae 
are invited for the appointment of an additional Ss IRGICAL 
REGISTRAR (plastic surgery) to the above-named Plastic 
Surgery Hospital. The post offers considerable opportunities 
for training in and experience of the specialty. The successful 
candidate will be based at the above Hospital but may be 
expected to visit éther hospitals in the South Wales area. The 
appointment will be reviewed at the end of the first year. 
Accommodation for a single person is available. The main 
purpose of the appointment is to enable a suitable candidate 
obtain a thorough grounding in the specialty. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 

CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required 
for 6 months appointment. Salary : first post £350, second post 
£400, third post £450 p.a., less £100 p.a. charge for residence. 
Post approved for pre-registration practitioners. Post recog- 
nised for F.R.C.S. 6 residents including Resident Surgical 
Officer and 3 House Surgeons. Vacant from 10th November, 


1953. 

Apply to the Senior Administrative Officer. 
CARDIFF. GLAN ELY HOSPITAL, Fairwater. Cardiff 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (resident) required at the above Hospital (240 Beds) 
for treatment of peeeeery (Thoracic Unit) and all forms of 
non-pulmonary tuberculosis 

Form of application from Group Secretary, ae Hospital 
Management Committee, 44, Cathedral-road, Cardiff se 


CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in the Department of Child Health. 
ym forms obtainable from the Secretary, The United 

pc a4 Hospitals, Cardiff Royal Infirmary, Newport-road, 
lardiff. 
COTTINGHAM, near HULL. CASTLE HILL HOSPITAL. 
HOUSE SURGEON (Senior House Officer grade) for Major 
Thoracic Surgery Unit, to work under the supervision of the 
Consultant Thoracic Surgeon. Unit part of Group incorporating 
Mass Radiography Unit and full laboratory facilities. 

Application forms from Group Secretary, Hull B Hospital 
Management Committee, De la Pole Hospital, Willerby, E. 
Yorkshire. 
CHATHAM. ALL SAINTS’ HOSPITAL. Medwa 
GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. 
REGISTRAR (resident or non-resident) in E.N.T. 
required. Duties at above Hospital and as required at other 
hospitals in Group (Rochester, Gravesend, and Sheppey). 
Experience in the specialty desirable. Salary £16 per week, 
less residential emoluments. 

Apply, with full details and copies of recent testimonials, to 
Group Secretary, 20, Star-hill, Rochester. 
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CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
FOR CHILDREN. Required, HOUSE SURGEON = 
6 months, for general surgical duties and for duties in E.N 
Department. Salary according to national scale, 

Applications, stating age. qualifications, and experience, with 


copies of 3 recent testimonials. should be sent to the Secretary | 


by 14th November. 
CHESTERFIELD ROYAL HOSPITAL. Chesterfield 
HOSPITAL MANAGEMENT COMMITTEE. A HOUSE PHYSICIAN 
is required immediately at the above Hospital. Appointment 
is for a pre-registration House Officer or Senior House Officer, 
according to experience. National salary and conditions. 

Please apply M. H. Boonr, Secretary. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE SURGEON 
(first, second, or th.rd post) tenable for 6 months from 15th 
December, 1953. Salary in "(rad with the terms oi service 
issued by the Ministry of Healt 

Applications, with copies of 3 shou: d be forwarded 
to the Group Secretary, Colchester Hospital Management 
Committee, 14, Pope’s-lane Colchester, Essex. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (189 
Beds.) Applications invited for post of HOUSE OFFICER 
(surgical), first, second, or third post. tenable for 6 months from 
10th December, 1953. Salary in accordance with the terms 
of service issued by the Ministry of Health. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, Colchester Hospital Manage- 
ment Committee, 14, Pope’s-lane, Colchester, Essex. Me 
COVENTRY AND WARWICKSHIRE HOSPITAL. (346 
Beds.) SENIOR HOUSE OFFICER (fracture and orthopedic) 
ay veoh for Receiving-room duties. Recognised for F.R.C.S. 

Applications to the Secretary, Group 20 Hospital Management 
Committee, Stoney Stanton- road, Coventry. 
COVENTRY AND WARWICKSHIRE HOSPITAL. (346 
Beds.) HOUSE SURGEON (fracture and orthopedic) required. 
Recognised for F.R.C.S. Pre-registration candidates may apply. 

Applications to the Secretary, Group 20 Hospital Manage- 
ment Committee, Stoney Stanton-road, Coventry. 
COVENTRY AND WARWICKSHIRE HOSPITAL. (346 
Beds.) HOUSE PHYSICIAN required. Post offers wide 
experience in general medicine. 

Applications to the Secretary. Group 20 Hospital Management 
Committee. Stoney Stanton-road, Coventry. 

CROYDON HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. RESIDENT ANZSTHETIC REGISTRAR (whole- 
time) for Group duties mainly at Mayday Hospital (618 Beds) 
commencing immediately. Candidates must have experience in 
aneesthetics and possession of D.A. an advantage. Candidates 
not precluded from visiting Hospital. P 

AINES 


Application forms obtainable from GEORGE A. 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned not later than 6th November, 1953. 
CROYDON GENERAL HOSPITAL. (200 Beds.) Casualty 
OFFICER (Senior House Officer grade) for period of 6 months 
in first instance, commencing November. Post recognised for 
Final F.R.C.S. examination. 

Application forms obtainable from GEORGE A. PAINES, Group 
Secretary, Croydon Hospital Management Committee, General 
Hospital, "Croydon, to be returned immediately. 

CROYDON. MAYDAY HOSPITAL. (618 Beds.) House 
SURGEON. Pre-registration candidates will be considered. 
Period of 6 months commencing as soon as possible. 

Application forms obtainable from GEORGE A. PAINES, Group 
Secretary, Croydon Hospital Management Committee, General 
Hospital, Croydon, to be returned immediately. 

CROYDON. QUEEN’S HOSPITAL. South West Metro- 
POLITAN REGIONAL HOSPITAL BOARD. CROYDON GROUP HOS- 
PITAL MANAGEMENT COMMITTEE. REGISTRAR (whole-time), 
Geriatric Unit at above Hospital. Previous experience in 
geriatrics is desirable. Clinical research under Consultant 
Physician. Candidates not precluded from visiting the Hospital. 

Application forms obtainable from GEORGE A. PAINES, os 
Secretary, Hospital Management Committee, General Hospi 
Croydon, to be returned not later than 6th Nove ‘mber. 
DARLINGTON MEMORIAL HOSPITAL. Applications 
are invited from Male or Female practitioners with experience 
for the post of SURGICAL REGISTRAR (Senior House Officer) 
which is of a surgical team of 2 Registrars and 1 House 
Officer responsible for surgical beds and casualty. The post is 
recognised for the F.R.C.S.(Eng.). Salary £670 p.a., deduction 
of £150 p.a. for full residential emoluments. The post is tenable 
for 12 months and is renewable annually. 

Apply with references, “— age and experience, to— 

. W. BECKWITH, Group Secretary. 
DARLINGTON WEMORIAL ‘HOSPITAL. (210 Beds.) 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(resident), which post is recognised for the F.R.C.S. (Eng.). 
Salary in accordance with national scale. 

Apply, giving age and aes es, to the undersigned forth- 
with. . W. BECKWITH, Group Secretary. 
DARTFORD HOSPITAL MANAGEMENT COMMITTEE. 

HOU (orthopeedics) at the Southern Hospital, 

Dart 
HOUSE OFFICER (E.N.T. and ophthalmology) at the 
Southern Hospital, Dartford. 

Applications, stating age, qualifications, experience, nation- 
ality, and the names of 2 persons to whom reference may be 
made, to be sent to the Medical Superintendent of the hospital. 


DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
(86 Beds.) SENIOR HOUSE OFFICER (pediatrics), vacant 
now. 


Apply. giving 2 names for reference, to the Secretary, Derby 
No. 1 Hospital Management Committee, Babington-lane, Derby. 


DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
DERBY AREA NO, 1 HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (pre-registration) or SENIOR HOUSE OFFIC ER, 
required now. 

fen ath og with 2 names for reference, should be sent to the 


Secretary, No. 1 Hospital Management Committee, Babington- 
DONCASTER. HAMILTON ANNEXE, WESTERN 


HOSPITAL. (Recognised under the Regulations for the D.Obst. 
R.C.0.G. and M.R.C.O.G. (obstetrical experience) and approved 
for Pre-registration Service under the Medical Act, 1950.) 
DONCASTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the appoint- 
ment of OBSTETRICAL HOUSE OFFICER (Senior House 
Officer or pre-registration post). The appointment is for 6 
months and the successful candidate will be expected to take up 
duties early in December. National Health Service conditions 
and salary. 

Applications, stating age, nationality, qualifications, and 
experience, and accompanied by copies of 2 testimonials, should 
be forwarded to the Secretary to the Committee, Doncaster 
Royal Infirmary. 

DONCASTER ROYAL INFIRMARY. Doncaster Hos- 
PITAL MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners with the necessary experience 
for the appointment of ORTHOPASDIC HOUSE SURGEON 
at above Infirmary, in the grade of Senior House Officer 
Salary at the rate of £670 p.a., from which a deduction of 
£130 p.a. will be made for board, residence, &c. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with copies of 
3 testimonials, should be forwarded to— 

ARTHUR JONEs, Secretary to the Committee. 

__ Doncaster Royal Infirmary. is 
DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the Fellowship and D.L.O.) DONCASTER 
HOSPITAL COMMITTEE. Applications are invited 
from registered medical practitioners for the whole-time post 
of SENIOR HOUSE OFFICER (E.N.T. Department) in accord- 
ance with the terms and conditions of service for hospital medical 
and denta) staffs (England and Wales). Salary at the rate of 
£670 p.a., less £130 p.a. for board, residence, &c. 

Applications, stating-age, education, qualifications, and details 
of present and previous appointments with dates, together with 
copies of 3 testimonials, should be forwarded to— 

ARTHUR JONES, Group Secretary. 

Doncaster Royal Infirmary. 

DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the D.A.) DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners with the necessary experience for the appointment 
of RESIDENT ANAESTHETIST in the grade of Senior House 
Officer. Salary at the rate of £670 p.a., from which a deduction 
of £130 p.a. will be made for board, residence, &c. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with copies of 3 
testimonials, should be forwarded to— 

ARTHUR JONES, Secretary to the Committee. 

Doncaster Royal Infirmary. 


DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the F.R.C.S.) DONCASTER HOSPITAL MANAGE- 
MENT COMMITTEE. Application’ are invited from registered 
medical yoy for the post of SECOND CASUALTY 
OFFICER (Senior House Officer) at above Infirmary. Sala 
£670 p.a., from which a deduction at the rate of £130 p.a. will 
be made for residential emoluments. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, and enclosing copies of 
3 recent testimonials, should be forwarded to— 

ARTHUR JONES, Secretary to the Committee. 

Doncaster Roya! Infirmary. 
DONCASTER ROYAL INFIRMARY. (Recognised under 
the regulations for the Fellowship and the D.O.M.S.) DONCASTER 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners for the post of OPHTHAL- 
MIC HOUSE SURGEON at Doncaster Royal Infirmary (330 
Beds). The appointment will be in the grade of Senior House 
Officer and is recognised in connection with the Diploma in 
Ophthalmology. Salary at the rate of £670 p.a., less £130 for 
board, residence, &c. 

Applications, stating age, education and qualifications, and 
giving details of experience, should be forwarded to— 

ARTHUR JONES, Secretary to the Committee. 
DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING. (234 Beds.) SENIOR HOUSE OFFICER (surgical), 
vacant now. Excellent surgical experience. 

__ Apply Medical Superintendent. 

EDGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. 2 RESIDENT HOUSE SUR- 
GEONS required for above Hospital. Posts recognised for 
pre-registration purposes, vacant 6th and 12th December, 1953. 
Salary £350-£450 p.a., according to experience. Deductions of 
£100 p.a. for board, lodging, &c. 6 months appointment. 

Applications, stating age, qualifications, experience and 
enclosing up to 3 recent testimonials, to Medical Director of 
Hospital by 7th November, 1953. Candidates selected for 
interview will be notified by 14th November, 1 1953. 


EDGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. RESIDENT GYNASCOLOGICAL 
HOUSE SURGEON for above Dy ge Post vacant Ist Decem- 
ber, 1953. Salary £400-£450 p.a., according to experience. 
Deduction of £100 p.a. for board, lodging, &c. 6 months appoint- 
men 

Applications, stating age, qualifications, experience, 
enclosing copies of up to 3 recent testimonials, 


‘and 
to Medical 


Director of Hospital] by 7th November, 1953. Candidates selected 
for interview will be notified by 14th November, 1953. 
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EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following HOUSE 
OFFICER appointments which are now vacant for the period 
ending 31st January, 1954. 

Cumberland Infirmary, Carlisle (340 Beds) 

1—-General Surgery. 

1— Orthopedics. 

1—* Specials ’’—(E.N.T. and Eyes). 

Applications, should be forwarded immediately to the Secretary, 

Kast Cumberland Hospital Management Committee, Cumberlanu 
Infirmary, Carlisle. 
ENFIELD GROUP HOSPITAL MANAGEMENT COM- 
MITTEE, Chase-side, ENFIELD. RESIDENT SENIOR HOUSE 
OFFICER required for general medical and surgical duties. 
12 months appointment. £135 p.a. deducted for board, lodging, 
and laundry. 

Applications, stating age, nationality, qualifications and 
experience, with the names and addresses of 2 referees, to the 
Secretary, Enfield Group Hospital Management Committee, 
oo Farm Hospital, The Ridgeway, Enfield, by 7th November, 

953. 

EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (surgery), at the above Hospital, becoming 
vacant approximately Ist November, 1953. Appointment is 
for 6 months with possibility of extension for further 6 months. 
Busy general hospital with easy access to London. Salary on 
national scale less deduction for board, lodging, &c. 

Applications immediately to the Group Secretary. Epping 

Group Hospital Management Committee, St. Margaret’s Hos- 
pital, Epping. Essex. 
EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
Applications are invited from newly qualified medical practi- 
tioners seeking pre-registration posts under the Medical Act, 
1950, for the resident post of HOUSE SURGEON to the Con- 
sultant in General Surgery (25 Beds) and the Consultant in 
E.N.T. Surgery (7 Beds). Busy general hospital, with easy access 
to London, Salary on national scale, less deduction for board 
and lodging. 

Applications, with 2 testimonials, to reach the Group Secretary, 
Epping Group Hospital Management Committee, St. Margaret’s 
Hospital, Epping, Essex, by 13th November. 1953. . 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
(Male and Female) for the post of HOUSE PHYSICIAN, vacant 
15th December, 1953. The appointment is for a period of 6 
months, and is also available to pre-registration students. 

Applications, with copies of 2 recent testimonials, shovld be 
forwarded to the Hospital Secretary by 7th November, 1953. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
(Bed complement—320. Staff—2 Senior Registrars, 5 Senior 
House Officers, 7 Junior House Officers.) EXETER AND MID- 
DEVON HOSPITALS MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appointment 
of SENIOR HOUSE OFFICER (medical—with duties as House 
Physician to the Neurologist), vacant Ist January, 1954. The 
appointment is normally for a period of 12 months. Salary 
£670, less deduction of £100 for residential emoluments. 

Applications, with copies of 2 recent testimonials, should be 
ere to the Hospital Secretary on or before 14th November, 

FALMOUTH AND DISTRICT HOSPITAL, Falmouth. 
WEST CORNWALL HOSPITAL MANAGEMENT COMMITTER. Applica- 
tions are invited from registered medical practitioners for the 
office of SENIOR HOUSE OFFICER (surgical). Post vacant 
7th December, 1953. 

Applications, stating age, qualifications, and experience and 

enclosing copies of 2 recent testimonials, should be forwarded 
to the Hospital Secretary. 
FALMOUTH AND DISTRICT HOSPITAL, Falmouth. 
WEST CORNWALL HOSPITAL MANAGEMENT COMMITTER. Applica- 
tions are invited from pre-registration students or qualified 
medical practitioners for the office of HOUSE PHYSICIAN, 
vacant 23rd December, 1953. 

Applications, stating age, nationality, qualifications and 

experience, and accompanied by copies of 2 recent testimonials, 
should be forwarded to the Hospital Secretary, Royal Cornwall 
Infirmary, Truro. 
GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, GREAT YARMOUTH. 2 HOUSE SURGEONS (Male or 
Female) required. The Hospital is staffed by a Consultant 
General Surgeon, and a Consultant E.N.T. Surgeon, and is 
regularly visited by Consultant staff from the Norfolk and 
Norwich Hospital. Salary £350, £400, or £450, according to 
experience, less £100 for residential emoluments. 

Applications, stating age, qualifications and experience, with 

names of 2 referees, to Hospital Secretary. 
QRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (gynecological), 
Male or Female, for duties at the above-named Hospital and 
Scartho Road Infirmary, Grimsby. The post is now vacant. 

Applications, with names of 2 referees, to Hospital Secretary, 

Grimsby General Hospital. 

QUILDFORD. 

(232 Beds.) CASUALTY OFFICER required. The post is 
recognised for the F.R.C.S. and is that of Senior House Officer. 
2 Casualty Officers are employed, who share the work of the 
department which is part of the Orthopedic and Traumatic 
Unit. Regular instruction is given in traumatic surgery and 
Casualty Officers take part in the work of the Fracture Clinics. 
Post vacant on 7th December and will be non-resident for the 
first 6 months. 

Applications, with copies of testimonials, to the Hospital 
Secretary. 


GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds.) RESIDENT HOUSE SURGEON required. The 
post is in general surgery and is recognised for the F.R.C.S. 
examination, tenable for 6 months and approved for pre-registra- 
tion practitioners. The vacancy is to be filled as soon as possible. 

Applications, with copies of 3 testimonials, should be sent to 

the Hospital Secretary. 
HALIFAX AREA HOSPITALS MANAGEMENT Com- 
MITTEE. Applications invited for the post of JUNIOR HOs- 
PITAL MEDICAL OFFICER in Anesthetics for duty at Royal 
Halifax Infirmary (301 Beds) and Halifax General Hospital 
(425 Beds). Post now vacant. 

Applications, to be forwarded to Group Secretary, 
HALIFAX. ST. JOHN’S HOSPITAL. Applications are 
invited for the appointment of SENIOR HOUSE OFFICER 
at the above Hospital which has 382 Beds for geriatric cases 
and chronic sick patients. Good facilities for modern methods of 
treating geriatric cases. Pathological Laboratory, Physiotherapy 
and Occupational Therapy Departments at Hospital. Salary 
£670 p.a., with deduction of £130 p.a. for residence, &c. 

Applications to Group Secreiary, Royal Halifax Infirmary, 
HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum OPHTHALMIC REGISTRAR required 
immediately. Salary £16 a week. 


Royal 


Apply Group Secretary, 11, Holmesdale-gardens, Hastings 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 


(150 Beds.) SENIOR HOUSE OFFICER (casualty and ortho- 
peedic), post vacant now. National scale of salary. 

Apply to Hospital Administrator, 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (151 Beds—-Recognised by the Royal 
College of Surgeons and for Pre-registration Service.) Applica- 
tions are invited for the post of RESIDENT HOUSE OFFICER 
(surgical). Salary £350, £400, or £450 p.a., plus grant of £50 p.a., 
according to experience, less £100 p.a. for residential emoluments. 

Avplications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hos- 
pital situated 21 miles from London.) CASUALTY OFFICER 
(Male or Female), third post held, with attachment to Peedia- 
trician and Ophthalmic Consultant. Salary £450 p.a., less 
£100 p.a. residential emoluments. Appointment to commence 
ist December, 1953. 

Apply, with full details and references, to Secretary, Hertford 
County Hospital, Hertford, Herts. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hos- 
pital situated 21 miles from London.) Applications are invited 
for the appointment of HOUSE SURGEON (Male or Female), 
first or second post held, for general surgery, gynzecology and 
obstetrics. Pre-registration post ; recognised under F.R.C.S. 
regulations. 6 months appointment. Salary at rate of £350 or 
£400 p.a. respectively, less £100 p.a. residential emoluments. 
Duties to commence Ist December, 1953. 

Applications to Group Secretary, Hertford Group Hospital 

Committee, Hertford County Hospital, Hertford, 
Herts. 
HESWALL. CLEAVER HOSPITAL, Oldfield-road, 
HESWALL. (220 Beds.) CENTRAL WIRRAL GROUP. Applications 
are invited for the post of SENIOR HOUSE OFFICER. 
Excellent facilities for obtaining good knowledge of modern 
treatment of pulmonary tuberculosis in all its branches, including 
major surgery. Applicants should have held previous House 
appointments. Applications from ex-patient practitioners 
welcome. Salary £670 p.a., less £150 for emoluments. Terms 
and conditions of service for hospital medical and dental staffs 
(England and Wales) will apply. ee ; 

Applications to be submitted to Physician-Superintendent 

immediately. 
HESWALL. CLEAVER HOSPITAL, Oldfield-road, 
HESWALL. (220 Beds.) CENTRAL WIRRAL GROUP. Applications 
are invited for the appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER. The post offers good experience in 
modern treatment of tuberculosis. The Hospital deals with 
acute cases, and minor and major surgery is carried out by 
members of the Liverpool Chest Surgical Unit. Applicants 
should have had previous experience in the treatment of tuber- 
culosis and a knowledge of chest surgical procedure would 
be ap advantage. Applications from ex-patient practitioners will 
be considered. Salary, terms and conditions of service for 
me medical and dental staffs (England and Wales) will 
apply. 

Applications, including names of 3 referees, should be addressed 
to the Physician-Superintendent as soon as possible, 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds. 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUS 
PHYSICIAN required to commence duty on Ist December, 
1953. The post is a pre-registration appointment and the salary 
is in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 


to be addressed to the undersigned as soon as possible. 
H. J. JOHNSON, Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. m4 = 
HUNTINGDON COUNTY HOSPITAL. Applications 


are invited for the post of JUNIOR HOUSE OFFICER (medical) 
at this Hospital which is approved by the licensing authority 
for Pre-registration Service. The selected candidate will be 
required to look after medical and pediatric cases and may be 
called upon to give emergency anesthetics. 

Apply, with full particulars, and names of 2 referees, to Group 
Secretary, Hospital Management Committee, Newmarket 
General Hospital, Newmarket. 
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HEMEL HEMPSTEAD, HERTS. WEST HERTS HOS- 
PITAL. (170 Beds—5 residents.) CASUALTY OFFICER 
(Junior Hospital Medical Officer). Salary £700-£50-£1000 p.a., 
less £130 p.a. for residential emoluments. Post vacant 
immediately. 

Applications, giving full details, together with copies of 2 
recent testimonials, should be sent to the Hospital Secretary. 
HEXHAM. WOOLEY SANATORIUM. (180 Beds.) 
HEXHAM AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are ,invited for a post of SENIOR HOUSE 
OFFICER or HOUSE OFFICER, according to experience, at 
the above Sanatorium. The post is one recognised for an 
unregiste red practitioner and is suitable for a practitioner who 
for personal reasons wishes to work in a sanatorium. A flat 
suitable for a married officer without children is available at 
a cost of £55 p.a. 

Applications, with the names and addresses of 3 referees, 

should be sent as early as possible to the Group Secretary, 
General Hospital, Hexham, Northumberland: 
HOUNSLOW HOSPITAL, Staines-road, Hounslow, 
MIDDLESEX (General Acute—81 Beds) invite applications for 
appointment of RESIDENT HOUSE SURGEON ; duties 
include Casualty Department, 6 months appointment. National 
Health Service salary and conditions of service. 

Applications, stating qualifications, age, &c., with copies of 
up to 3 recent testimonials or names for reference, to the 
Hospital Secretary. 
HOVE GENERAL HOSPITAL, Sackville-road, Hove, 3. 
HOUSE SURGEON AND CASUALTY OFFICER (recognised 
for F.R.C.S.). Post vacant immediately. Salary and conditions 
of service in accordance with national scale (£350-—£450, less 
£100 p.a. for residential emoluments). 

Applications, stating age, qualifications, experience, and 

naming 2 referees. to the Administrative Officer. 
HULL. KINGSTON GENERAL HOSPITAL. (447 Beds.) 
Applications are invited for the post of SENIOR HOUSKH 
PHYSICIAN. There are 2 Junior House Physicians. Resident 
post, and vacant at the end of November. Salary £670 p.a., less 
£130 for emoluments. 

Applications to be forwarded to the Secretary, Hull A Group 

Hospital Management Committee. 
HULL. KINGSTON GENERAL HOSPITAL. (447 Beds.) 
Applications are invited for the appointment of SURGICAL 
HOUSE OFFICER (mainly gynecology and orthopedic) ; 
recognised pre-registration appointment. Salary £350, £400, 
or £450 according to experience. The post is resident and 
tenable for 6 months. 

Applications to be forwarded to the Secretary, Hull A Group 
Hospital Management Committee. 

HULL. KINGSTON GENERAL HOSPITAL. (447 Beds.) 
Applications are invited for the appointment of HOUSE 
SURGEON (recognised for the F.R.C.S. and pre-registration 
appointment). Salary £350, £400 or £450 according to experience. 
The post is resident and tenable for 6 months. 

Applications to be forwarded to the Secretary, Hull A Group 
Hospital Management Committee. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON, 
6-monthly term. Counts towards D.C.H. qualification. Salary 
as per Ministry of Health terms of service. 

Replies with testimonials to be sent to the Hospital Secretary. 
IPSWICH. BUROUGH GENERAL HOSPITAL, Heath- 
road, IPSWICH. (275 Beds.) Applications are invited for the post 
of JUNIOR ORTHOPACDIC REGISTRAR. The post, which 
is resident, is of Senior House Officer grade and is recognised 
for the examinations of the Royal ¢ ‘ollege of Surgeons. 

Applications, stating experience, and with copies of recent 
testimonials, to the 
IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road, IPSWICH. (275 Beds.) House Surgeon (pre-registration 
post). Applications are invited for 2 posts of HOUSE SURGEON 
to General Surgeon. The posts, which are recognised for the 

.C.S. examinations, are normally of 6 months duration and 
are of House Officer grade. 

Applications, stating experience, and with copies of recent 
testimonials, to Hospital Secretary. # 
TPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
SENIOR HOUSE SURGEON to the Fracture and Orthopedic 
Department. The post is graded Senior House Officer and 
is now vacant. The Department has 2 Consultants, about 60 
Beds, and a large outpatients attendance and offers a wide 
experience. 

Applications, seating age, nationality, experience, and copies 

of 3 recent testimonials, to the Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the General Consultant Surgeon. The post is 
recognised for the F.R.C.S. examinations. 

Applications, with copies of recent testimonials, to the 
Hospital Secretary. 

IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL 
(360 Beds.) Applications are invited for the post of HOU SE 
SURGEON to the Fracture and Orthopedic Department. 
Approved pre-registration post. 

Applications, stating age, nationality, experience, and copies 

of recent testimonials, to the Hospital Secretary. 
KENDAL. COUNTY HOSPITAL. 
(82 Beds.) Ercations are invited for the appointment of 
RESIDENT NIOR OUSE OFFICER (surgical). The 
successful applicant will rae with a Consultant Surgical Unit 
and attend at Consultative Clinics. The post is vacant now and 
normally tenable for 12 months. 

ot seme or with names of 2 referees, to be addressed to the 
Secretary, Lancaster Infirmary, Lancaster. 


KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
UPON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from suitably qualified 
medical practitioners for the position of SENIOR HOUSE 
OFFICER (Orthopedic and Casualty Department), resident 
or non-resident. The post becomes vacant Ist January, 1954, 
and is recognised for F.R.( 

Applications by letter, ee age, qualifications and experi- 

ence, with copies of not more than 2 recent testimonials (or 
names of referees), should reach the Physician-Superintendent 
of the Hospital as soon as possible. 
KNARESBOROUGH. SCOTTON BANKS HOSPITAL, 
Ripley-road, KNARESBOROUGH, YORKS. HARROGATE AND RIPON 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from _ registered medical practitioners for the post of HOUSE 
OFFICER. This is a modern hospital of 306 Beds for the 
treatment of tuberculosis (adult female patients and children). 
The salary and conditions of service will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales). 

Applications should be forwarded to— 

Dr. V. RYAN, Medical Superintendent. 

Scotton Banks Hospital, Knaresborough. 

LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) RESIDENT SENIOR HOUSE OFFICER (ortho- 
peedics). Post recognised for F.R.C.S. and the successful applicant 
will work with an Orthopedic and Traumatic Specialist Unit. 
Post vacant November and normally tenable for 1 year 

Applications, with names of 2 referees, to be addresse d to the 
Secretary, Royal Lancaster Infirmary. 

LANCASTER. ROYAL LANCASTER INFIRMARY. 
MANCHESTER REGIONAL HOSPITAL BOARD. LANCASTER AND 
KENDAL HOSPITAL MANAGEMENT COMMITTER. Applications are 
invited for the post of RESIDENT SURGICAL REGISTRAR 
at the above Infirmary. The post will be vacant 16th November. 

Applications, stating age, qualifications, and details of present 
and previous experience, together with the names of 3 referees, 
to Group Secretary, Royal Lancaster Infirmary, Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
MANCHESTER REGIONAL HOSPITAL BOARD. ** LANCASTER AND 
KENDAL HOSPITAL MANAGEMENT COMMITTER. Applications are 
invited for the post of RESIDENT MEDICAL REGISTRAR 
at the above Infirmary.: The post will be vacant Ist March, 1954. 

Applications, stating age, qualifications, and details of present 
and previous experience, together with the names of 3 referees, 
to the Group Secretary, Royal Lancaster Infirmary, Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(230 Beds.) LANCASTER AND KENDAL HOSPITAL MANAGEMENT 
COMMITTEE. MANCHESTER REGIONAL HOSPITAL BOARD. RESI- 
DENT ANASTHETIST (Registrar) required at the above 
Infirmary. Post (recognised for D.A.) vacant now. 

Apply Group Secretary, Royal Lancaster Infirmary, Lancaster. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(no. 14). RESIDENT HOUSE SURGEON (general surgery ). 
Post vacant. Recognised for pre-registration. 

Apply to the Hospital Secretary. 

LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
(Recognised training hospital for F.R.C.S.) Applications are 
invited for the resident post of SENIOR HOUSE OFFICER 
(surgical) now vacant. Salary £674 p.a., less £150 for residential 
emoluments. 

Applications, giving full particulars, with names of 2 referees, 

should be addresse d to the Hospital Secretary. 
LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
Applications are invited for the post of RESIDENT HOUSE 
SURGEON now vacant. The post is recognised for the F.R.C.S. 
examination and Pre-registration Service. 

Applications, giving full details, together with the names of 
2 referees, should be addressed to the Hospital Secretary. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ROYAL LIVERPOOL CHILDREN’S HOSPITAL, Applications are 
invited for a post of ORTHOPADIC HOUSE SURGEON 
for the period to 28th February, 1954. The post is open to 
registered practitioners and pre-registration applicants. 

Apply as soon as possible with full details to the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL ROYAL INFIRMARY. Applications are invited for a post 
of SENIOR HOUSE OFFICER in Orthopeedics for the period 
to 30th September, 1954. 

Apply as soon as possible on forms obtainable from the 

Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
LIVERPOOL RADIUM INSTITUTE, Liverpool, 7. Appli- 
cations are invited for a resident post in the JUNIOR HO8- 
PITAL MEDICAL OFFICER grade. Salary scale £700-£50- 
£1000, according to experience. This appointment is particularly 
valuable to practitioners who contemplate adopting radiotherapy 
as a special career. On the other hand, it provides an excellent 
opportunity for studying for a higher qualification either in 
medicine or in surgery. 

Applications, giving particulars of age and experience, 
together with names and addresses of 2 referees, should reach 
the Medical Director by 14th November, 1953. 


LEICESTER GENERAL HOSPITAL (445 Beds) and 
ROYAL ne (507 Beds). (Recognised training Hospital 
for F.R.C. SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time NON: RESIDEN YT REGISTRAR (orthopedics) required. 
Appointment for 1 year in first instance, Leicester General 
Hospital (72 orthopsedic beds), Leicester Royal Infirmary (54 
orthopeedic beds). 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 9th November, 1953, giving 
age, nationality, qualifications, present and previous appoint- 
ments with dates, naming 3 referees. 
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LEICESTER. TOWERS MENTAL HOSPITAL. (1168 
Beds.) Applications are invited for the whole-time post of 
JUNIOR HOSPITAL MEDICAL OFFICER Salary £700— 
£50-£1000 p.a. There is ample opportunity aa experience in all 
branches of psychiatry including outpatient work and the 
Hospital is recognised for D.P.M. experience. Accommodation 
will be available for a married applicant and an appropriate 
charge will be made. Candidates must have completed their 
service with H.M. Forces. 

Applications, giving age, nationality, and full details, with the 

names of 2 referees, to be sent to the Medical Superintendent as 
soon as possible. 
LEEDS (near). SCALEBOR PARK HOSPITAL, Burley- 
IN-WHARFEDALE, near LEEDS. Applications are invited for the 
post of SENIOR HOUSE OFFICER (Male or Female) at 
Sealebor Park, a modern hospital of 323 Beds for the active 
treatment of nervous and mental disorders. The Hospital is 
associated for teaching purposes with the Department of 
Psychiatry of Leeds University and facilities will be granted for 
attending the D.P.M. course. The salary is £670 p.a., less £130 
for full residential emoluments. House available for married 
person. 

Applications to the Medical Superintendent immediately. _ 
LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts :— 

Anesthetics 

Hull A Group with additional duties at hospitals in the Hull B 
and East Riding Groups (non-resident). 
General Medicine 

(a) St. James’s Hospital, Leeds (180 general medical beds) 
(resident). Duties those of Resident Medical Officer. 

(b) Bradford A Hospital Management Committee Group 
(resident). Duties mainly at Bradford Royal Infirmary (110 
general medical beds). 

General Surgery 

Huddersfield Hospital Management Committee Group (resi- 
dentia) accommodation available). Duties mainly at Hudders- 
field Royal Infirmary (100 general surgical beds), 
Ophthalmology 

Halifax and Bradford A Hospital Management Committee 
Groups. Duties divided equally between Halifax Group (11 
eye beds) and Bradford A (34 eye beds) and associated groups. 
Orthopadic Surg gery 

(a) The Gene Hospital, Batley and other hospitals in the 
Dewsbury Hospital Management Committee Group (resident). 

(b) Hull A, Hull B and East Riding Groups (non-resident). 
Includes some duties in Casualty Department, Hull Royal 
Infirmary. 

Pediatrics 

Bradford A and B Hospital Management Committee Groups 
(resident). Duties mainly at Children’s Hospital (100 Beds). 
Plastic Surgery 

St. James’s Hospital, Leeds (resident). Special, Plastic and 
Maxillo-facial Unit (72 Beds). 

Psychiatry 

(a) Storthes Hall Hospital, Kirkburton, near Huddersfield 
and associated clinics (resident, flat available). 

(b) Psychiatric Unit, St. James’s Tlospital, Leeds (resident). 
Offers special opportunity for experience with neurotic and 
psychosomatic patients. 

(c) Clifton ospital, York (residential accommodation 
available). 

Facilities for attendance at the Leeds University will be 
et amg if the successful candidates are studying for the 


Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
6th November, 1953. 

LEEDS. SEACROFT HOSPITAL, York-road, Leeds. 
Applications invited for posts of HOUSE PHYSICIAN for 
Peediatric Wards. 2 vacancies Ist November. 

, Full details and references to Chief Administrative Officer 
as soon as possible. 

LOWESTOFT AND NORTH SUFFOLK HOSPITAL, 
LOWESTOFT. (99 Beds.) Applications are invited for the appoint- 
ment of SENIOR HOUSE SURGEON. Salary £670 p.a., less 
£150 for residential emoluments. The Hospital is staffed by 
Consultant General Surgeons and visiting Consultants in all 
specialties from the Norfolk and Norwich Hospital. 

Applications, stating age, qualifications, a experience, with 
names of 2 referees, to Hospital Secretary immediately. 
LOWESTOFT AND NORTH SUFFOLK HOSPITAL, 
LOWESTOFT. (99 Beds.) Applications are invited for the appoint- 
ment of SENIOR HOUSE PHYSICIAN. Salary £670 p.a., less 
£150 for residential emoluments. 

Applications, stating age, qualifications, and experience, with 

names for reference, to Hospital Secretary. 
MARKET DRAYTON (near), SALOP. CHESHIRE 
JOINT SANATORIUM. (305 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. RESIDENT MEDICAL OFFICER 
(Junior Hospital Medical Officer or Senior House Officer, 
according to experience). Post offers exceptional experience in 
the treatment of pulmonary tuberculosis. 

Applications to the Medical Superintendent at the Sanatorium. 


MONTROSE, ANGUS, SCOTLAND. ROYAL MENTAL 
HOSPITAL. (944 Beds.) Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER. An attractive 
modern house, at a reasonable rental, is available for a young 
married graduate. Facilities are given for studies for higher 
qualifications. The salary is in accordance with the national 
scale, commencing at £700 p.a., rising to £1000. Previous 
experience in ps} chiatry is not essential. 

Applications, giving full details of age, qualifications, and 
experience, together with the names and addresses of at least 
2 referees, should be sent to the Physician-Superintendent. 


46 


LUTON, BEDS. ST. MARY’S HOSPITAL. Applications 
are invited for the post of HOUSE PHYSICIAN at St. Mary’s 
Hospital, Luton (Chronic Sick Annexe of the Luton and Dun- 
stable Hospital—129 Beds), vacant 21st November, 1953. The 
post includes certain duties at the Luton and Dunstable Hospital. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, should 
be sent to the Secretary, Luton and Hitchin Hospital Manage- 
ment Committee, St. Luton, Beds. 
LYMINGTON HO ington, Hants (107 
Beds.) RESIDENT SSENIOR HOUSE OFFICER *(medical) 
required immediately. 

Applications with copies of testimonials, to be submitted as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton, 


MAIDSTONE (near). LENHAM SANATORIUM. (172 
Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tiors are invited for the appointment of SENIOR HOUSE 
OFFICER at Lenham Sanatorium, near Maidstone. The 
Sanatorium has 172 Beds for the treatment of pulmonary 
tuberculosis. Salary £670 a year, with a deduction of £150 a 
year for residential emoluments. Appointment for 12 months. 

Applications to Physician-Superintendent, Lenham Sana- 
torium, near Maidstone. 


MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds ) MID KENT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appoint- 
ment of SENIOR HOUSE SURGEON in the E.N.T. Depart- 
ment of the above Hospital. There are 55 E.N.T. Beds and 
6 specialist operating sessions each week. Valuable experience 
is available and the post is recognised for the purposes of the 
F.R.C.S. and the D.L.O. Salary will be £670 a year less £150 
a year for residential emoluments. 

Applications immediately to the Administrative Office, 
= County Ophthalmic and Aural Hospital, Maidstone, 

ent. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.)  MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of SENIOR 
HOUSE SURGEON. Post recognisable for the F.R.C.S.(Eng.). 
Salary £670 a year, with deduction of £150 a year for residential 
emoluments. 

Applications to the Administrative Officer at the Hospital 
as soon as possible. a 
MANSFIELD AND DISTRICT GENERAL HOSPITAL. 
(207. Beds.) MANSFIELD HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pews of HOUSE SURGEON 
(pre-registration or Senior House Officer post). Post recognised 
for F.R.C.S. examinations. 

Applications, stating age and qualifications, together with 
copies of 2 recent testimonials, to be forwarded to Group 
Secretary, Mansfield Hospital Management Committee, Crow 
Hill-drive, Mansfield. 


MANSFIELD. RANSOM SANATORIUM. Nottingham 
NO. 5 HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the resident post of SENIOR HOUSE OFFICER. 
The Sanatorium contains 185 Beds for the treatment of pul- 
monary tuberculosis in men, women, and children, including a 
modern Thoracic Surgery Unit. Salary £670 p.a., less £150 for 
full residential emoluments, which include a comfortable flat. 

Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent testimonials, to be sent to the Group 
Secretary, Ransom Sanatorium, Rainworth, near Mansfield. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
SALFORD HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of RADIOLOGICAL REGISTRAR (non- 
resident). Post vacant immediately and tenable for 2 years. 
Some experience essential and D.M.R.D. (or equivalent) desir- 
able. The appointment offers an excellent opportunity for 
acquiring experience in neurosurgical and peediatric radiology, 
as well as in the routine work of a busy department. 

Applications, with the names of 2 referees, to be sent to the 
Secretary, Salford Royal Hospital, Salford, 3. 


MANCHESTER REGIONAL HOSPITAL BOARD and 
the BOARD OF GOVERNORS OF THE UNITED MANCHESTER HOS- 
PITALS invite applications for the post of NON- RESIDENT 
SENIOR REGISTRAR in Pathology. Facilities for training 
in all branches of pathology will be provided, both in Teaching 
and non-Teaching Hospitals. The successful applicant will 
commence his duties at the Crumpsall Hospital Group Laboratory. 

Forms of application may be obtained from the Senior 
Administrative Medical Officer, Manchester Regional Hospital 
Board, Cheetwood-road, Manchester, 8, and should - returned, 
with the names of 3 referees, by 17th November, 1953 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of NON-RESIDENT SENIOR REGIS- 
TRAR in Thoracic Medicine, to be attached in the first instance 
to the Bolton Chest Diseases Team. Arrangements may later 
be made for the successful applicant to be transferred to the 
Manchester Chest Team to continue his training, where he 
would also gain experience in the Thoracic Surgery Units at 
Baguley Hospital (tuberculosis) and Park Hospital (non- 
tuberculosis). Higher qualification desirable. Further details 
may be obtained from the Consultant Chest Physician, Bolton 
Royal Infirmary. 

Forms of application may be obtained from the Senior 
Administrative Medical Officer, Manchester Regional Hospital 
Board, Cheetwood-road, Manchester, 8, and should be returned, 
with the names of 3 referees by 10th November. 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD ‘invite 
applications for post of RESIDENT MEDICAL REGISTRAR 
to Macclesfield and District Group Hospitals, main duties West 
Park Branch, Macclesfield Hospital. 

Apply immediately to Group Secretary, ‘‘ Willerby House,” 
Cumberland-street, Macclesfield, enclosing copies of 2 recent 
testimonials, 
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MANCHESTER REGIONAL HOSPITAL BOARD. Salford 
HOSPITAL MANAGEMENT COMMITTEE. NON-RESIDENT REGIS- 
TRAR in E.N.T. Surgery required with main duties at Hope 
and the Royal Manchester Children’s Hospitals. 

Applications, with copies of 2 recent testimonials, should be 
sent to the Group Secretary at Salford Royal Hospital, Salford, 3, 
immediately. 

MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of Whole-time REGISTRAR in 
Diagnostic Radiology to the West Manchester Hospital Manage- 
ment Committee. Primarily for duty at Park Hospital, Davy- 
hulme, but with duties at other Group Hospitals. Resident 
or non-resident, post vacant 3lst December, 1953. 12 months 
app pointment subject to renewal. 
orms from Secretary, Park Hospital, Davyhulme. 

MANCHESTER REGIONAL HOSPITAL BOARD. Bury 

ND ROSSENDALE HOSPITAL MANAGEMENT COMMITTEE. Locum 
REGISTRAR in Anesthetics (resident or non-resident). Recog- 
nised for the D.A. regulations. 

Apply, giving names of 2 referees, to the Group Secretary, 
Bury General Hospital, Bury, Lancs. 

MANCHESTER, 19. THE DUCHESS OF YORK HOS- 
PITAL FOR BABIES. MANCHESTER BABIES’ AND CHILDREN’S 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
PHYSICIAN (Male or Female) for 6 months from Ist December. 
The Hospital is associated with Manchester University for 
teaching purposes. 

Applications, with copies of 3 testimonials, to be sent to the 
Administrative Officer of the Hospital by 14th November, 1953. 
MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
gy Beds.) 

1 SEN HOUSE OFFICER (general medicine), vacant 

31st 1953. 

Forms from Secretary. 

MANCHESTER. WYTHENSHAWE HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered practitioners for the post of SENIOR 
HOUSE OFFICER (pediatrics) at the above Hospital which 
will become vacant on Ist December, 1953. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded to the under- 
signed within 7 days of the appearance of this advertisement. 

EATES, Group Secretary. 

Withington Hospital, Manchester, 20. a 
,1.W. ST. MARY’S HOSPITAL. (365 Beds.) 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTEE. 

SENIOR HOUSE OFFICER in Surgery. Salary £670 p.a. 
are invited from registered medical 

OUSE SURGEON. Post approved for Pre-registration 
Service. National salary scale and conditions. Vacant now. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of 2 referees, to be sent as 
soon as possible to Group Secretary, Hospital Management 
Committee Headquarters, C Matterford House, Carisbrooke, I.W. 


NEWPORT, I.W. ST. MARY’S HOSPITAL. (365 Beds.) 
ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT COMMITTER. 
HOUSE PHYSICIAN. Post approved for Pre-registration 
Service. National salary scale and conditions. Vacant Ist 
December, 1953. 

Applications, stating age, nationality, qualifications and 

experience, together with the names of 2 referees, to be sent to 
the Group Secretary, Hospital Management Committee Head- 
quarters, Clatterford House, Carisbrooke, I.W., as soon as 
possible. 
NEWPORT, MON. ROYAL GWENT HOSPITAL. (259 
Beds. Recognised D.A. and F.F.A.R.C.S.) SENIOR HOUSE 
OFFICER in Anesthetics (non-resident) required Ist January. 
The successful candidate will receive a thorough training in this 
specialty and previous experience is not essential. Post based 
at this Hospital, but will attend neighbouring hospitals as well 
with Consultants. Good experience in anesthesia available. 

Write, quoting 2 referees, to T. A. JONES. 

64. Cardiff-road, Newport, Mon. 
‘NEWTON ABBOT HOSPITAL. (General Section—65 
Beds.) RESIDENT HOUSE SURGEON (Male or Female) 
required immediately. Married quarters available. 

Applications, stating qualifications, nationality, age, with co 

testimonials, to be sent to the Group Secretary, Torquay Distr ct 
Hospital Management Committee, 62/64, East-street, Newton 
Abbot, S. Devon. 
NEWARK GENERAL HOSPITAL. Nottingham No. 1 
HOSPITAL MANAGEMENT COMMITTEE. Whole-time RESIDENT 
MEDICAL OFFICER with general duties required at Senior 
House Officer rate of salary. This post offers excellent experi- 
ence to anyone preparing to enter general practice. The Hospital 
has a busy Outpatient Department. Appointment for 1 year in 
first instance. 

Apply to Secretary, General Hospital, Nottingham, giving age, 
nationality, qualifications and present and previous appointments 
and names of 3 referees. 

NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. ROYAL VICTORIA INFIRMARY. Applications are 
invited for the non-resident appointment of SENIOR HOUSE 
OFFICER to the Department of Psychological Medicine at the 
Royal Victoria Infirmary. The successful candidate wil) have 
opportunity for clinical experience in inpatient and outpatient 
work under the direction of the Head of the department and 
he will also be responsible for emergency duty as required. The 
appointment is for 1 year and will be subject to Ministry of 
Health terms and conditions of service at a salary of £670 p.a. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the copmentee of this advertisement. 

A. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 


NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE, 
SENIOR HOUSE OFFICER (general medicine). The above 
resident post becomes vacant at the beginning of November, 
1953, and is tenable for 12 months. The successful candidate 
will have opportunity for clinical experience in inpatient and 
outpatient work, including a Diabetic Clinic, under the direction 
of the Head of the Department. Salary in ‘accordance with the 
terms and conditions of hospital medical and dental service 
(England and Wales). 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
oo with 1 copy of 2 recent testimonials, by 7th November, 

53. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Durham 
HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR PHYSICIAN 
(whole-time) resident, at General Hospital, Chester le Street 
(256 Beds). Appointment up to 3lst August, 1954, in the first 
instance, and may be renewed for a further period. Salary 
£775-£890 p.a. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘* Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Hexham 
HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR PHYSICIAN 
(whole-time ), resident. Single accommodation available, married 
accommodation may be arranged. Salary £775-£890 p.a. 
Appointment up to 31st August, 1954, in first instance, and may 
be renewed for a further period. 

Applications, together with namés and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ** Biythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 


NORWICH. NORFOLK AND NORWICH HOSPITAL. 
PAEDIATRIC DEPARTMENT AT THE JENNY LIND HOSPITAL FOR 
CHILDREN. Applications are invited for the appointment of 
HOUSE SURGEON (Male or Female) in the Surgical Section 
of the Jenny Lind’ Hospital, which forms the entire Pediatric 
Department of the United Norwich Hospitals. The post is 
recognised under the Medical Act, 1950,-for Pre-registration 
Service. The duties are under the direct supervision of the 
Consultant staff of the Norfolk and Norwich Hospital. Salary 
£350, £400, or £450, less £100 p.a. for residential emoluments. 

Applications, stating age, qualifications, and experience, with 
names of 2 referees, to Group Secretary, ‘Hospital Management 
Committee, St. Stephen’ s-road, Norwich. 


NOTTINGHAM CHILDREN’S HOSPITAL. | (134 Beds.) 
Applications are invited for the post of RESIDENT SENIOR 
HOUSE OFFICER (surgical) which falls vacant immediately. 
The post is tenable for 6 months or a year by agreement. Salary 
£670 p.a., less emoluments. 

Applic ations, with copies of 2 testimonials, should be sent to 

the Secretary, Nottingham Children’s Hospital, Chestnut- 
grove, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
ORTHOPZEDICAND FRACTU RESENIOR HOUSE OFFICER. 
The post offers exceptional experience in traumatic and ortho- 
peedic surgery. Duties to commence as soon as possible. Salary 
and conditions of service in accordance with Ministry regulations. 
If resident £150 deducted for empluments. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, Secretary. 
NUNEATON. MANOR HOSPITAL. (139 Beds.) Senior 
HOUSE OFFICER required, Fracture and Orthopedic Depart- 
ment (40 Beds). Salary £670 p.a. Recognised for F.R.C.S. 
Attractive flat available. 

Applications to the Hospital Secretary. 

NUNEATON. MANOR HOSPITAL. (139 Beds.) House 
PHYSICIAN (32 general medical beds), Pre-registration candi- 
dates may apply. 

__ Applications to the Hospital Secretary. 

NUNEATON. MANOR HOSPITAL. (139 Beds.) House 
SURGEON required for general] surgical duties including E.N.T. 
and ophthalmic work. Recognised for F.R.C.S. and pre- 
registration. 

Applications to the Hospital] Secretary. 

NUNEATON. GEORGE ELIOT HOSPITAL. (289 Beds.) 
PA,DIATRIC HOUSE PHYSICIAN required (35 Beds). Pre- 
registration post. Recognised for D.C.H., includes supervision 
of babies in Maternity Ward. 

Applications to the Hospital Secretary. 


POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
2 HOUSE SURGEONS (pre-registration) required. Posts 
vacant on 7th November, 1953, and 14th December, 1953, 
peepetively- The Hospital is recognised for the F.R.C.S. and 


__ Applications to the Hospital Secretary. 
POOLE GENERAL HOSPITAL, Longfleet-road, Poole. 
BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT ANASSTHETIST (Senior House 
Officer) required YY December. Hospital recognised for the 
D.A. and F.F.A. R.C.S. 

Applications to the Hospital Secretary. 
PETERBOROUGH. THE MEMORIAL HOSPITAL, 
AND OBSTETRIC ANNEXES. PETERBOROUGH AND STAMFORD 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE OFFICER 
(obstetrics and gynecology). Applications are invited for this 
position. There are 56 obstetric beds and a busy Gynecological 
Department. The Unit consists of a Consultant, Registrar, and 
2 House Officers. 

Apply Secretary, Memorial Hospital, Peterborough. 
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OXFORD. UNITED OXFORD HOSPITALS. ” Applica- 
tions are invited for the post of SENIOR REGISTRAR in 
Radiology at the United Oxford Hospitals. A higher qualifica- 
tion in general medicine is essential. The appointment will be 
for 1 year in the first instance and eligible for extension. There 
is no local candidate. 

Applications on forms obtainable from the Secretary, Joint 
Registrar Committee, 43, Banbury-road, Oxford, to reach him 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions are invited from registered medical practitioners for the 
post of RESIDENT REGISTRAR in General Medicine to 
the United Oxford Hospitals. A higher medical qualification 
is desirable. The appointment will be for 1 year and eligible 
for extension to 2 years. i 

Applications, on forms obtainable from the Administrator, 

Radcliffe Infirmary, Oxford, should be received by 4th November, 
1953. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for post of REGISTRAR in Pathology (non- 
resident). The appointment will be for 1 year and eligible for 
extension to a second year. : 

Applications. on forms obtainable from Administrator, 
Radcliffe Infirmary, Oxford, to be received by 9th November, 
1953. 
PAISLEY. ROYAL ALEXANDRA INFIRMARY. Board 
OF MANAGEMENT FOR PAISLEY DISTRICT HOSPITALS. 
SENIOR HOUSE OFFICER (anesthetics). This post is 
recognised for the D.A. examination and is tenable for 1 year. 
Applicants should be at least 2 years qualified. Salary £670 p.a. 

Applications together with copies of 2 recent testimonials, 
should be submitted immediately to the Group Medical Superin- 
tendent, Royal Alexandra Infirmary, Paisley. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointments of :— 

(1) SENIOR HOUSE OFFICER in Surgery, Devonport 
Section, recognised for the Fellowship of the Royal College of 
Surgeons, vacant 8th December, 1953. 

(2) HOUSE SURGEON, Devonport Section, vacant Ist 
December, 1953. 

(3) PAZDIATRIC HOUSE PHYSICIAN, Freedom Fields 
Section, vacant Ist January, 1954, recognised for the D.C.H. 

(4) HOUSE PHYSICIAN, Freedom Fields Section, vacant 
Ist January, 1954. ‘ 

(5) HOUSE SURGEON, Freedom Fields Section, vacant 
Ist January, 1954, recognised for the Fellowship of the Royal 
College of Surgeons. 

(6) SENIOR HOUSE OFFICER to Casualty and Fracture 
Department, Greenbank Road Section, vacant immediately 

(7) HOUSE PHYSICIANS (2. posts), Greenbank Road 
Section, both vacant Ist January, 1954. 

(8) HOUSE SURGEON, Greenbank Road Section, vacant 
October, 1953, recognised for the Fellowship of the Royal 
College of Surgeons. 

(9) RESIDENT ANASTHETIST, Greenbank Road Section, 
vacant immediately. recognised for the D.A. 

Applications, stating age, nationality, qualifications and 
experience, with the names of 3 referees, to be sent to the under- 
signed as soon as possible. 

ARTHUR R. CASH, Group Secretary. 

7, Nelson-gardens, Stoke, Plymouth. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank Road. Applications invited from registered 
dental practitioners for the appointment of RESIDENT 
DENTAL HOUSE SURGEON, vacant 2Iist November, 1953. 
This appointment is recognised by the Royal College of Surgeons 
as fulfilling the requirements of candidates for the Fellowship of 
Dental Surgery. j 

Applications, stating age, nationality, and experience, together 
with copies of 3 recent testimonials, should be sent to— 

ARTHUR R. Casu, Group Secretary. 

7, Nelson-gardens, Stoke. Plymouth. 

PONTEFRACT GENERAL INFIRMARY. 1 Pre-registra- 
tion HOUSE POST (surgical) now vacant. Excellent experience. 
4 residents, Salary £350, less deduction for emoluments. 

Applications, giving full details of experience, &c., to the 
Secretary, Pontefract and Castleford Hospital Management 
Committee, Great Northern House, Salter-row, Pontefract, 
Yorks. 


PONTYPRIDD (near). EAST GLAMORGAN HOSPITAL, 


CHURCH VILLAGE. (316 Beds. Committee’s Base Hospital 
serving population of 177,000.) | PONTYPRIDD AND RHONDDA 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 


OFFICER (psychiatry). The post will offer experience and 
training in adult and child psychiatry and in psychosomatic 
medicine. Opportunities will be available for learning methods 
of clinical research and for study for the D.P.M. examination. 
Any further particulars will be furnished on request. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent as soon 
as possible to the Group Secretary, Pontypridd and Rhondda 
Hospital Management Committee, Courthouse-street, Ponty- 
pridd. 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatient 
Department. 75 Adult medical beds with Registrar, Senior 
House Officer and 2 Intern House Physicians. Committee’s 
base hospital serving population of 177,000. Recognised for 
D.Obst.R.C.0.G., D.C.H., and D.A.) PONTYPRIDD AND 
RHONDDA HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (medical). The person appointed will perform duties 
at other hospitals in the Group, as required. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Pontypridd and Rhondda Hospital Manage- 
ment Committee, Courthouse-street, Pontypridd. 
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PENZANCE. WEST CORNWALL HOSPITAL. (General 
Hospital—100 Beds.) WEST CORNWALL HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from pre-registration gradu- 
ates or qualified medical practitioners for the appointment of 
HOUSE PHYSICIAN (Male), which falls vacant on 2nd 
December, 1953. 

Applications, stating age, qualifications, nationality, and 

accompanied by copies of 3 recent testimonials, should be 
forwarded to the Hospital Secretary. 
PENZANCE. WEST CORNWALL HOSPITAL. (100 Beds 
—3 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (surgical) required. Post 
vacant now. Good and varied experience in diagnosis, treatment 
and operative procedure. 

Applications, stating age, experience and nationality, to the 
Hospital Secretary, West Cornwall Hospital, Penzance. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
= Applications are invited for the following appoint- 
ment :— 

Queen Alexandra Hospital (with 126 surgical beds) 

SENIOR HOUSE SURGEON. 

Applications, stating age, experience and qualifications, and 
names of 2 referees, should be submitted as soon as possible to— 
35, Grove-road South, Southsea. E. H. Hurst. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following post vacant 
on 22nd December, 1953: ANA®STHETIC REGISTRAR in 
the Portsmouth Group, main duties at the Royal Portsmouth 

Hospital. 5 Consultant Anssthetists practise in the Group. 

Forms of application may be obtained from the Secretary, 
Portsmouth Group Hospital Management Committee, 35, Grove- 
road South, Southsea, which should be returned to him duly 
completed on or before 13th November, 1953. Canvassing will 
disqualify. Candidates may visit the above Hospital by 
arrangement with the Secretary of the Group. 

READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (Area Accident and Orthopedic 
Department). Duties (which include casualty work) at Royal 
Berkshire Hospital (403 Beds) and Battle Hospital (343 Beds). 
Person appointed will work with Registrar and House Officer. 

Applications, stating age, nationality, present post, qualifica- 
tions with dates, together with names of 2 referees, to the 
Group Secretary, 3, Craven-road, Reading. 


READING AREA DEPARTMENT OF MEDICINE. 
Applications are invited from registered medical practitioners 
for appointment of HOUSE PHYSICIAN (Male). vacant Ist 
December, 1953, for a period of 6 months. Salary £350-£450 p.a., 
less £100 residential emoluments. Successful applicant will 
be required to carry out duties at the following Reading Hos- 
pitals : Royal Berkshire (403 Beds), Battle (420 Beds), and 
Prospect Park (104 Beds). The experience to be gained in this 
appointment is exceptional, as it covers the whole field of clinical 
medicine, including children’s diseases, fevers, pulmonary 
tuberculosis and geriatrics. 

Apply, stating qualifications with dates, nationality, present 
post, with copy of 1 recent testimonial, to Secretary, Royal 
Berkshire Hospital, Reading. 

READING. ROYAL BERKSHIRE HOSPITAL. 
Beds.) Applications invited for the appointment of HOUSE 
SURGEON to E.N.T. Department, vacant 16th December, 
1953. Salary within range £350-£450 p.a., less £100 for board- 
residence, &c. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 
REAVING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of HOUSE SURGEON, vacant 8th December, 
1953. F.R.C.S. recognised. Salary £350-£450 p.a. according 
to experience, less £100 for residential emoluments. The 
appointment is tenable for 6 months. 

Apply, stating age, qualifications with dates, nationality, with 

cony of 1 recent testimonial, to Secretary. 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road. (139 Beds.) REDHILI. GROUP HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON (Male) required. Post 
recognised for Pre-registration Service. 

Apply to the Hospital Secretary, 

REDRUTH. CAMBORNE-REDRUTH HOSPITAL. (151 
Beds—4 residents 25 acute medical beds. General Medical, 
Diabetic, Neurological and Dermatological Clinics.) WEST 
CORNWALL HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from pre-registration students or qualified medical 
practitioners for the post of HOUSE PHYSICIAN (Male or 
Female) vacant 29th December, 1953. 

Applications, stating age, nationality, qualifications and 
experience, togethe: with copies of 2 testimonials, should be 
forwarded to the Hospital Secretary. 

REDRUTH. CAMBORNE-REDRUTH HOSPITAL. (151 
Beds—4 Residents.) WEST CORNWALL HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (surgical) 
required for the above Hospital. Post now vacant. This is 
a general hospital with a great variety of cases. The post 
gives good experience in diagnosis, operative and postoperative 
treatment, and in actual operative procedure to the candidate. 

Applications, stating age, experience and nationality, together 

with references, to Hospital Secretary, Camborne-Redruth 
Hospital, Redruth, Cornwall. 
RHYL. PRINCE EDWARD WAR MEMORIAL HOS- 
PITAL. (42 Beds.) CLWYD AND DEESIDE HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT HOUSE OFFICER for Orthopedics 
required immediately for the above Hospital. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, ** Rhianfa,’’ Russell-road, Rhyl. 
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ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE SURGEON vacant 
from 19th December, 1953. 

Applications, stating age, nationality, qualifications with 
dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to 
the Secretary, tomford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 


ROMFORD, ESSEX. O!DCHURCH HOSPITAL. (722 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of HOUSE PHYSICIAN (neurosurgery ), 
vacant from 3rd December, 1953. Resident post, tenable for 
6 months. Would be suitable for candidate seeking a higher 
qualification as it offers excellent experience in neurology. 

Applications, stating age, nationality, qualifications with 

dates, and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to the 
Secretary, Romford Group Hospital Management Committee, 
Oldehurch Hospital, Romford. 
SALFORD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. SENIOR HOUSE OFFICER ANAES- 
THETIST (re sident) required. Salary £670 p.a., less emoluments 
of £155 p.a. In the theatres about 3000 ope rations are performed 
annually. 2 Consultant Aneesthetists are available. The Hospital 
is recognised for the Diploma in Anesthetics examination. 

Applications, together with the names of 2 referees, should be 

forwarded to the Secretary, Hope Hospital, Salford, 6, as soon 
as possible. 
SALFURD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE Applications are invited for the post of 
PA DIATRIC REGISTRAR, which will become vacant at the 
beginning of December, 1953. Candidates who hold the Diploma 
of Child Health will be preferred. The department comprises 
140 Beds, including medical and surgical wards, infants wards, 
and Outpatients Department. The pediatric staff supervise 
the neonatal nurseries of the Obstetrical Department (approxi- 
mately 70 lying-in beds). 

Applications, giving details of experience and qualifications, 
together with the names and addresses of 3 referees, should be 
addressed to the Group Secretary, Salford Hospital Management 
Committee, Salford Royal Hospital, Salford, 3, to arrive not 
later than 4th November, 1953. 

SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in General Medicine—main duties in Aberdeen 
General Hospitals. Candidates should have experience in their 
specialty and preferably hold an appropriate higher qualification. 

Applications, giving 2 names for reference, should be sub- 
mitted by 28th November, 1953, to the Secretary, 1, Albyn- 
place, Abe rdeen, from whom further particulars may be obtained. 


SCOTLAND. NORTHERN REGIONAL HOSPITAL 
, are invited for the whole-time post of 
JUNIO OSPITAL MEDICAL OFFICER at the County 
ot Stornoway (Tuberculosis and Infectious Diseases). 
A house is available for a married Officer. 

Further particulars and forms of application are available 
from the undersigned, with whom applications should be lodged 
by 10th November, 53. 

M. FRASER, 


A. 
Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

_Raigmore, Inverness. 

SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment 
of REGISTRAR in Tuberculosis with the Edinburgh Royal 
Victoria and Associated Hospitals. The post is associated 
with the Department of Tuberculosis and Diseases of the 
Respiratory System, University of Edinburgh, and the holder 
will be expected to undertake teaching duties and assist in 
research. The post is superannuable and the conditions of 
service are in accordance with the regulations. 

Applications, giving particulars of age, previous experience 
and qualifications, together with the names of 2 referees, should 
be submitted to the Secretary, South-Eastern Re gional Hospital 
Board, 11, Drumsheugh- -garden ns, Edinburgh, 3, within 30 days. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of SENIOR 
HOUSE OFFICER in Obstetrics at Robroyston Hospital, 
Glasgow. The appointment will be for 1 year in the first instance. 

Applications, stating age, qualifications, experience and 
present appointment, and giving the names of 3 referees, to be 
submitted by 7th November, 1953, to the Secretary, Board of 
Management for Glasgow Northern Hospitals, 13, Woodside- 
place, Glasrow, C3. 


SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for the D.A.) Applications are invited from suitably qualified 
practitioners (Male or Female) for the resident appointment of 
SENIOR HOUSE OFFICER in Aneesthetics. The post offers 
a wide experience in aneesthesia for general surgery, obstetrics 
and gynecology and in the Departments of Urology and Thoracic 
Surgery. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments, with dates. and 
names of 2 persons to whom reference may be made, should be 
forwarded to the undersigned at Nether Fdge Hospital, 
Sheffield. 11. W. STANSFIELD, Secretary. 


SHEFFIELD. ‘REGIONAL HOSPITAL BOARD. Whole- 
time Resident Locum REGISTRAR (Casualty and Orthopedics) 
required at the Rotherham Hospital, Doncaster Gate, Rother- 
ham, for approximately 3 months. There are 155 Beds at this 
Hospital, 18 of which are orthopedic beds. Remuneration at 
the rate of £16 per week, with a deduction for residential 
emoluments. 

Apply ‘o Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheftield, naming 2 referees. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY UNIT. Applications are invited from registered 
medical practitioners for the post of NON-RESIDENT SENIOR 
HOUSE OFFICER in Clinical Pathology. The post offers 
experience in all branches of pathology and is tenable for 1 year. 
Post vacant 2nd February, 1954. 

Applications, stating age, qualifications and experience, 

together with copy testimonials, to be addressed to the Super- 
intendent. Royal Infirmary, Sheffield, 6. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
CHILDREN’S HOSPITAL UNIT. Applications are invited for the post 
of RESIDENT REGISTRAR to the Pediatric Professorial 
Unit at the above Hospital. The person appointed may be 
required to serve part of his —_ as Resident Registrar to the 
Neonatal Department of the Jessop Hospital. 

Applications, stating age, qualific ations, and experience, with 
the names of 3 referees, should be sent to the Chief Adminis- 
trative Officer, The United Sheffield Hospitals, West-street, 
Sheftield, 1, not later than 7th November, 1953. 7 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. (General—453 Beds.) WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of MEDICAL REGISTRAR vacant Ist January, 1954. 

Forms of application, obtainable from the undersigned should 
be submitted as soon as possible. 

. OAKTON, Group Secretary, 
Worthing Group Hospital Management ¢ ‘ommittee. 

129, Brighton-road, Worthing, Sussex. 

SHREWSBURY. EYE, EAR AND THROAT HOSPITAL. 
RY GROUP HOSPITAL MANAGEMENT COMMITTEE. 

Applic ations for the post of SENIOR 

‘FICER (E.N.T.) vacant immediately. Duties at E.N.T. 
Hospitel (68 Beds) and Copthorne Hospital (168 Beds). Post 
recognised for the D.L.O. R.C.S 

Applications, stating age, qualific ations, nationality, and 
experience, together with copies of recent testimonials, should 
be sent to J. P. MALLETT, Group Secretary. 

Roval Salop Infirmary. Shrewsbury, 24th September, 1953. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) SHREWSBURY GROUP HOs- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for the 
post of RESIDENT AN FESTHETIST (Senior House Officer 
grade). Post recognised under the conditions of the F.F.A.R.C.S 
examination. Vacant immediately. 

Applications, stating age, rationality, qualifications and 
previous experience, together with copies of recent testimonials, 
should be sent to the Group Secretary, Hospital Management 
Committee, Royal Salop Infirmary, Shrewsbury. : 
SHREWSBURY. ROYAL SALOP INFIRMARY. (241 
Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COMMITTEER. 
Applications are invited from registered medical practitioners 
for the appointment of ORTHOPADIC/ACCIDENT HOUSE 
SURGEON (Senior House Officer). The successful applicant 
will be allowed to attend for 2 days a month at The Robert 
Jones and Agnes Hunt Orthopedic Hospital, Oswestry, for 
postgraduate study with the Consultant. The post is recognised 
under the revised Fellowship regulations in respect of the 6 
months training required of candidates for the Final Fellowship 
examination. 

Applications, stating age, qualifications, nationality and 
experience, accompanied by copy, testimonials, should be sent 
to— J. P. MALLETT, Group Secretary, 

Group 15 Hospital Management Committee. 

Royal Salop Infirmary, Shrewsbury, 10th July, 195 


SIDCUP, KENT. QUEEN MARY'S HOSPITAL. ‘Resident 
SENIOR HOUSE OFFICER (Physician) required to commence 
duty Ist December, 1953. Salary £670 p.a., less £150 p.a. for 
residential emoluments. 

Applications, stating nationality, age, qualifications, and 
experience, together with the names and addresses .of 2 referees, 
should be sent to the Secretary, Sidcup and Swanley Hospital 
Management Committee. 
SLOUGH. UPTON HOSPITAL. Applications are invited 
from general practitioners for HONORARY CLINICAL 
ASSISTANT appointments in the specialties of general surgery, 
plastic surgery, general medicine, gynecology and obstetrics, 
and ophthalmology. Candidates are required to be members 
of a Medical Protection Society. 

Applications to Group Secretary, Windsor Group Hospital 
Management Committee, Alma-road, Windsor. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Anesthetics to fill a vacancy in 
the approved trainee establishment at the Dartford, Kent, 
Group of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 14th November, 1953. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Anzsthetics to fill a vacancy in 
the approved trainee establishment at the Brighton and Lewes 
Froup of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving. particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 

1, Portland-place, W.1, not later than 14th November, 1953. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
PITAL BOARD. Applications are invited for an appointment as ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 


Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment at the Medway and 
Gravesend Group of hospitals, available on Ist January, 1954. 
The appointment will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales) and will be for 1 year in the first instance. 

Applic ations, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 14th November, 1953. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applic ations are invited for a whole-time appoint - 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy 
in the approved establishment at the Canterbury Group of 
hospitals. The salary will be £890 p.a. and the appointment will 
be in accordance with the terms and conditions of service of 
hospital medical and dental staffs (England and Wales) and will 
be for 1 year in the first instance, renewable for a further year. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 14th November, 1953. 


SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPASDIC HOUSE SURGEON required. 
Post tenable 6 months. This Hospital is the centre to which all 
trauma from a large industrial town and port is directed, thus 
providing excellent experience in the treatment of traumatic 
conditions ; patients with orthopedic conditions are also 
drawn from a wide area. 

Applications, with copies of testimonials, 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Applica- 
tions are invited for the post of RESIDENT HOUSE SUR- 
GEON vacant on Ist December, 1953. Salary according to 
previous appointments held, less a deduction at the rate of 
£100 p.a. for residential emoluments. Approved for pre- 
registration appointment. 

Applications, stating age, qualifications and 
with copies of recent testimonials, should reach 
signed at the hospital by 4th November, 1953. 

C. FIELD, Secretary. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Applica- 
tions are invited for the post of RESIDENT GENERAL HOUSE 
PHYSICIAN (House Officer grade), vacant 24th November, 
1953. Approved for pre-registration appointment. 

Applications, stating age, 
ence, with copies of recent testimonials, should reach the under- 
signed at the hospital by 4th November, 1953. 

C. FIELD, Secretary. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Applica- 
tions are invited for the post of RESIDENT HOUSE PHYSI- 
CIAN (House Officer grade), vacant Ist January, 1954. Appoint- 
ment primarily to Peediatric Department, with duties in Cardio- 
logical and Skin Departments. Post recognised for D.C.H. 

Applications, stating age, qualifications, and previous experi- 
ence, with copies of recent testimonials, should reach the under- 
signed at the Hospital by 28th November, 1953. 

J. C. FIELD, Secretary. 
SOUTHEND-ON-SEA. GENERAL HOSPITAL. Required, 
SENIOR HOUSE OFFICER (surgical), post recognised for 
F.R.C.S., vacant Ist December, 1953. Salary £670 p.a., less 
deduction for full residential emoluments. 

Applications, stating age, qualifications and experience, and 
copies of recent testimonials, to reach the undersigned by 
llth November, 1953. J. C. FIELD, Secretary. 
SOUTHPORT AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Resident Medical and Surgical vacancies. 

SENIOR HOUSE OFFICER, Post vacant November 
(mainly orthopedic and E.N.T. work). 

Temporary SENIOR HOUSE OFFICER. 
on day-to- 
and E.N.T. work 

HOUSE P TY SIC IAN. Post (not recognised for pre-registra- 
tion purposes) vacant November. 

National Health Service terms and conditions. 

Apply, stating age, qualifications, nationality, and experience, 
together with copies of 2 testimonials, to 
T. CRook, Group Secretary. 
Promenade Hospital, Southport. 
STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (anesthetics), Male or Female. 
Recognised for D.A. Post now vacant. Duties mainly at the 
General Infirmary, Stafford, which is the main and acute general 
hospital of the Group. 

Applications, with copies of 3 testimonials, to the Group 

Secretary, Stafford Hospital Management Committee, 13, Fore- 
gate-street, Stafford. 
STOKE-ON-TRENT. BUCKNALL ISOLATION HOS- 
PITAL. STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for the post of SENIOR HOUSE OFFICER 
(medical), vacant very shortly. 

Applications, with copy testimonials. and full details, to the 
Group Secretary, Hospital Management Committee, Princes- 
road, Stoke-on-Trent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
pad ICER (peediatrics) required. Recognised pre-registration 
post. 

Detailed applications, with copy testimonials, should be for- 
warded to the Group Secretary, Hospital Management Committee, 
Princes-road, Stoke-on-Trent, as soon as possible. 
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should be sent as 


experience, 
the under- 


Post vacant now 
Duties mainly connected with orthopedic 


qualifications, and previous experi- , 


COMMITTEE. HOUSE OFFICER (orthopeedics) required, vacant 
now. Post recognise d for F.R.C.S. 

Applications, stating age and nationalit y, together with details 
of previous service, to the Group Secretary, Stoke-on-Trent 
Hospital Management Committee, Prine es-road, Stoke-on- -Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for HOUSE OFFICER (general 
surgery), vacant shortly. Hospital recognised for F.R.C.S. 
examination and the post is recognised for experience during 
the pre-registration period. 

Apply, with copy testimonials, stating age, nationality, and 
full Hetails of previous service, to the Group Secretary, HospitaP 
Management Committee, Princes-road, Stoke-on-Trent. ; 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTEE. (Pre-registration post.) Applications are invited 
for the post of HOUSE OFFICER (gynecology and obstetrics). 
Recognised for M.R.C.O0.G. (Gynecology ). 

Applications, giving full details, together with copy testi- 

monials, to the Group Secretary, Hospital Management Com- 
mittee, Princes-road, Stoke-on-Trent. 
STOCKPORT AND BUXTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the non-resident 
post of SENIOR HOUSE OFFICER (orthopedics) to the 
above Group. 

Applications, stating 
together with copies of 2 
undersigned, 


experience, and 
2 testimonials, to be 
immediate ly. nH. G. 


qualifications, 
addressed to the 
PRICE, Secretary. 


__59B, Shaw-heath, Stoc kport, Cheshire. 
STOCKPORT. STEPPING HILL HOSPITAL. 
Beds.) Applications are invited for the post of SENTOR HOUSE 


OFFICER Surgical Officer). 
for the 

together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59B, Shaw-heath, Stockport, Cheshire, immediately. 
ST. ALBANS, HERTS. CELL BARNES HOSPITAL. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
REGISTRAR required at above Hospital. This is a modern 
hospital where 733 mental defectives of all types and ages 
are under care. Approved for D.P.M. Hospital may be visited 
by direct appointment. For a married man there is an attractive 
furnished flat and accommodation for a single person. 

Application forms obtainable from, and returnable to, 
Secretary, Hospital Management Committee, 
Hospital, St. Albans, Herts, by 10th November, 
ST. ALBANS CITY HOSPITAL. Mid 
HERTS GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN (House Officer grade) required at the above 
Hospital. Post vacant 25th November, 1953, and tenable for 6 
months. Duties mainly in the Pediatric Department. Preference 
given to candidates seeking pre-registration posts under the 
Medical Act, 1950. 

Applications, stating age, qualifications and experience, 
together with the names of 2 referees, should be forwarded to the 


The post is recognised 


qualifications, and experience, 


Group 
Harperbury 
1953. 

(382 Beds.) 


Group Secretary, St. Albans City Hospital, Normandy-road, 
St. Albans. 
ST. HELENS HOSPITAL. (196 Beds.) Applications 


are invited for the appointment of SENIOR HOUSE OFFICER 
to act as Casualty Officer. The appointment will be subject to 
annual review. 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded immediately 
o— N. RICHARDS, Secretary, 

St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot. “ 
ST. HELENS HOSPITAL, Marshalis Cross-road, St. 
HELENS. (196 Beds.) Applications ul invited for the appoint- 
ment of RE SIDENT HOUSE SU RGEC 

Applications, stating age, qualific pial and experience, and 
giving 2 names for reference, should be forwarded immediately 
to— N. RICHARDS, Secretary 

St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot. 

ST. HELENS. ECCLESTON HALL HOSPITAL. (75 
Beds.) Applications are invited for the post of SENIOR HOUSE 
OFFICER at the above Hospital. The person appointed 
will work under the supervision of the Consultant Chest Physician 
for the Group. There are 75 Beds and the work comprises all 
types of tuberculosis. Good residential accommodation for & 
single person, male or female, is available. 

Applications to be to— 

RICHARDS, Secretary, 
St. Helens and Distr Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot. 


SUTTON-IN-ASHFIELD. KINQG’S MILL HOSPITAL. 
(172 Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT SURGICAL REGISTRAR required. Appoint- 
ment for 1 year in first instance. There are 43 surgical beds 
at this Hospital. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 9th November, 1953, giving age, 
nationality, qualifications, present and previous appointments, 
with dates, naming 3 referees. 
TORQUAY. TORBAY HOSPITAL. 
RESIDENT HOUSE OFFICER 
required for 8th December, 1953. 
and pre-registration purposes. 

Applications, stating qualifications, nationality, and age, with 
copy testimonials (quoting reference F.955/34), to be sent to the 
Group Secretary, Torquay District Hospital Management 
Committee, 62/64, East-street, Newton Abbot, 8. Devon. 


(166 general beds.) 
(surgery), Male or Female, 
Post recognised for F.R.C.S. 
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STOCKTON-ON-TEES. THE CHILDREN’S HOSPITAL, 
Durham-road, STOCKTON-ON-TEE (74 Beds.) CLEVELAND 
HOSPITAL MANAGEMENT COMMITTEFR. Applications are invited 
for the post of HOUSE OFFICER or alternatively SENIOR 
HOUSE OFFICER. according to experience of candidate. The 
appropriate salary and conditions of service being in accordance 
with the Ministry of Health regulations. 

Applications, with copies of 2 recent testimonials, should be 
forwarded to the undersigned at West Lane Hospital, Middles- 
brough as early as possible. 

19th October, 1953. L. Brrrrarn. Group Secretary. 
TAUNTON AND SOMERSET HOSPITAL. (Musgrove 
PARK AND EAST REACH BRANCHES.) Applications are invited 
from_ registered medical practitioners for the post of SENIOR 
7. SE OFFICER (Pathologist). Post vacant on Ist December, 

Applications, stating age, qualifications with dates, nationality, 
and details of experience, together with 2 recent testimonials, 
should be sent immediately to the Secretary, Taunton Hospital 
Management Committee, Musgrove Park Hospital, Taunton, 
Somerset. 

TREDEGAR GENERAL HOSPITAL, Mon. Senior 
HOUSE OFFICER (surgery) required at above Hospital (20 
miles from Newport and 24 from Cardiff). Surgery Unit of 50 
Beds and 6 orthopedic beds under daily supervision of Con- 
sultant Surgeon and visiting supervision of Orthopedic Surgeon. 
Busy Outpatients (10 specialties) and Casualty Departments. 

Apply, with full particulars, to Group Secretary, Hospital 

Management Committee, St. Martin’s-road, Caerphilly, near 
Cardiff. 
TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds, 
9 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the combined pre-registra- 
tion post of HOUSE SURGEON (E.N.T. and Ophthalmic 
Departments) and JUNIOR HOUSE PHYSICIAN, vacant 
4th November, 1953. 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, to the Hospital Secretary. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds, 9 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from pre- 
registration students or qualified medical practitioners for 
HOUSE SURGEON (Male or Female) for General Surgery and 
Gynecology, vacant 14th January, 1954. 

Applications, stating age, qualifications and experience, and 

enclosing copies of 2 recent testimonials, should be sent to the 
Hospital Secretary. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds, 9 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from pre- 
registration students or qualified medical practitioners (Male or 
Female) for the office of HOUSE SURGEON in an extremely 
active general hospital doing major surgery and with busy 
outpatient departments. Post vacant 28th December, 1953. 

Applications, enclosing copies of 2 recent testimonials, should 

be sent to the Hospital Secretary. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds, 9 Residents.) WrsT CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
post of SENIOR RESIDENT HOUSE OFFICER to the 
Orthopeedic and Traumatic Department. This is a large and 
busy centralised unit with 2 Consultants, 64 Beds, and Out- 
patient Departments also 45-Bed Rehabilitation Annexe which 
deal with the whole of the West Cornwall Area. 

Applications, stating age, nationality, qualifications and 

experience, and accompanied by copies of 2 recent testimonials, 
should be forwarded to the Hospital Secretary, Royal Cornwall 
Infirmary, Truro, without delay. 
TUNSTALL. BURSLEM, HAYWOOD AND TUNSTALL 
WAR MEMORIAL HOSPITAL. (96 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for HOUSE 
OFFICER (medical). 

Apply. with copy testimonials and details of previous appoint- 

ments held, to the Group Secretary, Stoke-on-Trent Hospital 
Management Committee, Princes-road, Stoke-on-Trent, as soon 
as nossihle, 
WAKEFIELD. FINDERFIELDS GENERAL HOSPITAL. 
THORACIC UNIT. Applications invited for the folowing appoint- 
ments in the Leeds Regional Thoracic Centre (54 Beds) at 
Pinderfields General Hospital :— 

(i) SENIOR HOUSE PHYSICIAN. 

(ii) SENIOR HOUSE SURGEON. 

Salary for above posts £670 p.a., less a charge of £130 p.a. for 
board, lodging, &c. 

(iii) Locum SENIOR HOUSE OFFICER. Salary £13 per 

week less a charge of £2 10s. a week for board, lodging, &c. 

Address written applications, with full particulars and 2 
names and addresses for reference, to— 

G. L. BANNER, Group Secretary. 
__ Victoria Chambers, Wood-street, Wakefield. 
WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOUSE PHYSICIAN (medical/surgical/dermatological). This 
post is a pre-registration appointment (normal commencing date 
Ist November, 1953) and the salary is in accordance with 
national scale. 
+ Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned immediately. 

Clayton Hospital, Wakefield. W. READ, Group Secretary. 
WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
Applications are invited for the post of RESIDENT SURGICAL 
OFFICER (Senior House Officer grade) £670 p.a. The Hospital 
is recognised for the F.R.C.S.(Eng.), and the post offers 
excellent experience in general surgery. 

Applications should be made to the undersigned immediately. 

W. READ, Group Secretary. 


WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
Applications are invited for the post of RESIDENT ORTHO- 
PAZ DIC OFFICER (Senior House Officer grade) at the above 
General Hospital. The person appointed will be required to 
deputise for the Resident Surgical Officer. Terms and condi- 
tions of service in accordance with national recommendations 
and the post is subject to the National Health Service super- 
annuation acts and regulations thereunder. 

Applications should be made to the Group Secretary, at the 
above address. 
WAKEFIELD. THE GENERAL HOSPITAL, Park Lodge- 
lane, WAKEFIELD. (160 Beds.) HOSPITAL MANAGEMENT COM- 
MITTEE NO. 9 WAKEFIELD A GROUP. Applications are invited 
for the appointment of a SENIOR HOUSE OFFICER in General 
Surgery at the above Hospital. Terms and conditions of service 
are in accordance with the National Health Service Act and 
regulations thereunder. 

Applications should be made to the Group Secretary, Clayton 
Hospital, Wakefield. 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for a vacancy at the above Hospital fora RESIDENT 
HOUSE SURGEON (Male or Female). Salary will be £350-— 
£450 p.a., less a deduction of £100 for full residential emoluments. 

Applications should be sent to— 

H. L. Boot, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital Warrington, Lancs. td: 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited from Males or Females for the post of RESIDENT 
HOUSE PHYSICIAN at the above Hospital. National Health 
Service terms and conditions. 

Apply, giving full particulars, to— 

H. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital. Warrington, Lancs. e A 
WARWICK HOSPITAL, Lakin-road, Warwick. (265 
Beds. ) SOUTH WARWICKSHIRE HOSPITAL GROUP (NO. 14). 
Applications are invited for the appointment of CASUALTY 
OFFICER (Male or Female), Senior House Officer grade. The 
post is suitable for one reading for higher qualifications and offers 
facilities for contact with all Specialist Units in the Hospital. 

Applications, together with 2 testimonials, to be sent to the 
Administrative Officer,, Warwick Hospital, Warwick, as soon 
as possible. 
WARWICK HOSPITAL. Applications are invited for the 
resident post of HOUSE OFFICER in Orthopedics. Work 
includes attendance at clinics. 

Applications, with copies of 2 recent testimonials, to the 
Administrative Officer, Warwick Hospital, Lakin-road, Warwick. 


WARWICKSHIRE. SOUTH WARWICKSHIRE HOS- 
PITAL GROUP (NO. 14). SENIOR HOUSE OFFICER (anees- 
thetics). Applications are invited for this appointment which 
is at present vacant. Duties at hospitals in the Group but 
mainly at the Warneford Hospital, Leamington Spa. 

Applications, giving names and addresses of 3 referees, to be 
sent to the undersigned as soon as possible. 

W. A. JaMEs, Group Secretary. 

87, Radford-road, Leamington Spa. 

WARWICKSHIRE. SOUTH WARWICKSHIRE HOS- 
PITAL GROUP (NO. 14). Applications are invited for the appoint- 
ment of SENIOR HOUSE OFFICER (anesthetics) for duties 
mainly at the Warwick Hospital. The post is now vacant. 

Applications, giving the names and addresses of 3 referees, 
should be sent to the undersigned as soon as possible. 

W. A. JAMES, Group Secretary. 

87, Radford-road, Leamington Spa. 

WHITEHAVEN HOSPITAL, Cumberland. (109 Beds 
and Annexe of 19 Beds.) HOUSE SURGEON for Orthopeedic 
and Casualty Departments (House Officer or Senior House 
Officer grade), vacant now. 

Detailed applications, with dates and copies of 2 testimonials, 
to Secretary. 
WHITEHAVEN HOSPITAL, Cumberland. (109 Beds 
and Annexe of 19 Beds.) HOUSE OFFICER (obstetrical with 
surgical duties), House Officer or Senior House Officer grade, 
vacant now. 

Detailed application, with dates and copies of 2 testimonials, 
to Secretary. 
WIRRAL. LEASOWE CHILDREN’S HOSPITAL, Moreton, 
WIRRAL, CHESHIRE. (223 Beds.) NORTH WIRRAL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from duly 
qualified medical practitioners for the post of HOUSE OFFICER 
at the above Hospital specialising in the treatment of long-term 
orthopedic, non-pulmonary tuberculous, and general pediatric 
conditions. This appointment, vacant Ist January, 1954, 
gives ample scope to a practitioner reading for a higher qualifi- 
cation. Salary in accordance with National Health Service 
regulations—i.e., £350, £400 or £450, according to experience. 

Applications, giving full details of age, qualifications and 
experience, together with the names and addresses of 3 referees, 
to Hospital Secretary, Leasowe Children’s Hospital, Leasowe, 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in Anes- 
thetics to serve the Mid-Glamorgan Hospital Management 
Committee. The successful candidate will be based at the 
Neath General] Hospital, Neath, Glam (412 Beds), and may also 
be expected to serve other hospitals within the Group. The 
Hospital is recognised for the Diploma in Aneesthetics. The 
post may be either resident or non resident and will be subject to 
review at the end of the first year. i 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital 
Board, Cathays Park, Cardiff, within 14 days of appearance of 
this advertisement. 
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WELSH REGIONAL HOSPITAL BOARD. Applications WORKINGTON INFIRMARY, Cumberland. (86 Beds, 
are invited for the appointment of a REGISTRAR in Thoracic | plus Annexe 34 _ Beds, _ pre-registration post, recognised 
Surgery in the Thoracic Centre at Sully Hospital, near Penarth, F.R.C.S. (Ed.).) HOUSE SURGEON (first, second, or Senior 

Glam (324 Beds), 


treating all tuberculous and non-tuberculous 
conditions in adults and children. The post is resident and will be 
subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in General 
Surgery to serve the Newport and East Monmouthshire Hospital 
Management Committee. The successful candidate will be based 
at St. Woolos Hospital, Newport, and may also be expected 
to serve other hospitals within the Group. The post is non- 
resident and will be subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in General 
Surgery to serve the Newport and East Monmouthshire Hospital 
Management Committee. The successful candidate will be based 
at the Royal Gwent Hospital, Newport, and may also be expected 
to serve other hospitals within the Group. The post is non- 
resident and will be subject to review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointment of HOUSE PHYSICIAN 
(first, second, or third post), vacant Ist January, 1954. The 
appointment is for 6 months in the first instance and may be 
renewed for a further 6 months. 

Applications, stating age, qualifications 
together with names and addresses of 2 
addressed to the Secretary, 
Management Committee. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL, (311 Beds.) SENIOR HOUSE OFFICER (orthopedics ) 
required immediately. Resident. Post recognised for F.R.C.S. 
Wide experience available under Area orthopedic team. Appoint- 
ment for 6 months in the first instance. 

Applications, with copies of 2 testimonials, to the Secretary. 


and 
referees, 
Weston-super-Mare 


experience, 
should be 
Hospital 


WOLVERHAMPTON HOSPITAL MANAGEMENT 
COMMITTEE GROUP NO. 16 BIRMINGHAM REGION. 
The Royal Hospital, Wolverhampton (an Associated 


Hospital of the University of Birmingham Medical School) 
SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 
and Orthopedic Department), vacant now. 
HOUSE OFFICER (Casualty Department), vacant now. 
HOUSE OFFICER (Ear, Throat and Nose Department), 
vacant now. 
Wolverhampton and Midland Counties Eye Infirmary 
(Recognised for and D.O. examinations ) 
SENIOR HOUSE OFFICER, vacant 28th November. 
New Cross Hospital, Wolverhampton 
HOUSE OFFICER (general medicine), vacant now. 
Applications. with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, Group Secretary. 
The Royal Hospital, Wolverhampton. 
WREXHAM. MAELOR GENERAL HOSPITAL. 
Beds.) WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGE- 
MENT COMMITTER. Applications are invited for the post of 
HOUSE SURGEON at the above Hospital to commence 
immediately. The appointment is recognised for the Diploma 
of F.LR.C.S. (Eng. and Edin.). Salary will be at the rate of 
£350, £400, or £450 p.a. according to experience, less £100 p.a. 
for full residential emoluments. 
Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to— 
WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 
Maelor General Hospital, Croesnewydd-road, Wrexham. 


WREXHAM. WAR MEMORIAL HOSPITAL. (170 Beds.) 
WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
SURGEON at the above Hospital, to commence we rds 
The appointment is recognised for the Diploma of F.R. 
(Eng. and Edin.) and is an approved pre-registration eee 
Officer post. Salary will be at the rate of £350, £400, or £450 p.a., 
according to experience, less £100 p.a. for residential emoluments. 

Applic ations, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to- 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 
Maelor General Hospital, Croesnewydd-road, Wrexham. 


WREXHAM WAR MEMORIAL HOSPITAL. (170 Beds.) 
WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER (resident or non-resident ) 
for the Casualty Orthopedic Department of the above Hospital. 
Appointment is recognised for the Diploma of F.R.C.S. (England 
and Edinburgh). Salary £700-€£50-£1000 p.a., Whitley Council 
conditions of service. 

Applications, giving details of age, qualifications, and previous 
experience, together with copies of 2 recent testimonials, should 
be sent to— 

WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 

Maelor General Hospital, Wrexham. 
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House Officer post), vacant now. 

Detailed applications, with dates and copies of 2 testimonials, 
to Secretary. 
YORKSHIRE. 
MENT COMMITTEE. 

Westwood Hospital, 


EAST RIDING HOSPITAL MANAGE- 


Beverley, Yorks (218 Beds) 
(a) ORTHOP DIC HOUSE SURGEON (Senior 
Officer). Recognised for F.R.C.S. Vacant now. 

(b) HOUSE SURGEON (first, second, or third post) vacant 
now. Pre-registration post. Recognised for F.R.C.S. General 
surgical duties, some orthopeedics. 

Northfield Sanatorium, Driffield, Yorks (78 Beds) 

(¢) SENIOR HOUSE PHYSICIAN. General Sanatorium 
treatment. Provision may be made available for thoracic 
surgery, pathglogical experience, and M.M.R. Unit. Time for 
study. 

salary for 


House 


(a) and (¢) is £670 p.a., less £140 for board and 
lodging ; and for (b) £350-£450 p.a., less £100 for board and 
lodging. Fully qualified practitioners may also apply for the 
pre-registration post. 

Detailed applications to 
Beverley, Yorkshire. 
YORK A AND TADCASTER HOSPITAL MANAGEMENT 
COMMITTEE. 

Grange Hospital, York (Geriatric Hospital of 259 Beds 
with Consultant staff) 

JUNIOR HOSPITAL MEDICAL OFFICER in 
(resident or non-resident ) as soon as possible. Residence available 
at Doctors’ Hostel of modern general hospital in same grounds. 
Salary £700-£50-4£1000, less £153 if resident. 

City Hospital, York (Modern General 
Beds with full Consultant staff) 
‘ASUAL TY OFFICER (and Orthopedic 
or non-resident as from Ist December. Salary £700 £50-£1000, 
less £153 if resident. Post recognised for F.R.C 
County Hospital, York (Acute Hospital of 269 Beds with 
full Consultant staff) 
CASUALTY OFFICER 


secretary, Westwood Hospital, 


Geriatrics 


Hospital of 


265 


Officer), resident 


(with charge of orthopaedic beds), 
resident or non-resident. Junior Hospital Medical Officer grade, 
as soon as possible. ee £700-£50-£1000, less £153 if resident. 
Recognised for F. 

SENIOR HOU Si ‘OFFIC ER in General Surgery 
Salary £670, less £153 for residence, 
recognised for F.R.C.S. 
ence offered, 

Pre-registration HOUSE SURGEON 
£350-£400, less £100 for residence, 
recognised for F.R.C.S. and includes gynecology. 
ence offered. 

Applications, giving age, nationality, experience, qualifica- 

tions, and names of 2 referees, immediately to Secretary, York A 
and Tadcaster Hospital Management Committee, Bootham 
Park, York. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Applications are invited for the post of CASUALTY OFFICER 
which will be vacant on 21st December, 1953, in the above 
Hospital. The appointment is for 6 months but is renewable 
for a further 6 months. Salary £400 p.a., less £100 for resi- 
dential emoluments. 

Applications to be submitted not later than 14th November, 
1953, to The President, Public Health Committee. 

General Hospital, Jersey, Channel Islands. 

CORK SANATORIA JOINT COMMITTEE OF 
MANAGEMENT. Applications are invited for the temporary post 
of RESIDENT SURGICAL OFFICER at Mallow Chest Hos- 
pital. Remuneration will be at the rate of £650 p.a. inclusive, 
subject to the prescribed deductions for emoluments, and 
appropriate emergency bonus. 

Completed forms should be lodged not later than 5 P.M. on 
Wednesday, 4th November, 1953, with the undersigned, from 
whom application forms and further particulars may be 
obtained. D. O'DONOVAN, Secretary. 

Monument Buildings, 42, Grand-parade, Cork. 

NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time resident post as SENIOR 
HOUSE OFFICER in General Medicine to hospitals menaged 
by the Belfast Hospital Management Committee. The terms 
and conditions of the appointment will be in accordance with the 
Authority’s application of the Spens Report to Northern Ireland. 
Applications should be made on a form which may be obtained 
(together with further details) from the Secretary, Northern 
Ireland Hospitals Authority Victory Buildings, 44-46, Queen- 
street, Belfast, which must be returned to him so as to be received 
not later than 23rd November, 1953. 
NORTHEHN (tRELAND HOSPITALS AUTHORITY 
invite applications for noted whole-time posts as 
Student or Trainee Pathologi 

(a) vt DENT or TR AIN EE at the Royal Victoria Hospital, 

3elfast. 

(0) STUDENT or TRAINEE at 

Laboratory, Belfast. 
(c) STUDENT (resident) at 
Belfast. 

The appointments in the first instance, will be for the period 
ending 30th September, 1954. Appointments (a) and (0) may 
be made in any of 3 grades—-viz., Student, Trainee, or Senior 
Trainee, the analogous grades in Great Britain being Senior 
House Officer, Registrar, and Senior Registrar. The terms and 
conditions of the appointments will be in accordance with the 
Authority’s application to Northern Ireland of the Spens Report. 

Applications should be made on a form, which may be obtained 
(with further particulars), from the Secretary, Northern Ireland 
Hospitals Authority, Victorv Buildings, 44-46, Queen-street, 
Belfast, and which must be returned so as to be received not 
later than 23rd November, 1953. 


(resident ). 
as soon as possible. Post 
and includes gynecology. Wide experi- 


(resident ). 
as soon as possible. 
Wide ex 


Salary 
Post 
peri- 
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the Belfast City Hospital, 
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NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for the undermentioned whole-time posts 
as SENIOR HOUSE OFFICER or REGISTRAR in General 
Surgery. 1 post at each of the following Hospitals :— 

(a) Hospitals managed by the South Antrim Hospital 

Management Committee. 

(b) Hospitals managed by the Mid-Antrim Hospital Manage- 

ment Committee. 

(c) Hospitals managed by the North West Hospital Manage- 

ment Committee. 

(d) Hospitals managed by the Banbridge and Dromore 

Hospital Management Committee. 
(e) Hospitals managed by the North Armagh Hospital 
Management Committee. 

Appointments may be made as Senior House Officer or Senior 
or Principal Registrar, the analogous grades in Great, Britain 
being Senior House Officer, Registrar, and Senior Registrar 
respectively. In the first instance appointments will be for the 
period ending 30th September, 1954. 

Applications should be made on a form, which may be obtained 

(with further particulars) from the Secretary, Northern Treland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
street, Belfast, and which must be returned so as to be received 
not later than 17th November, 1953. 
NEW JERSEY, U.S.A. ST. ELIZABETH HOSPITAL, 
ELIZABETH, NEW JERSEY, U.S.A. (250 Beds.) Applications are 
invited to fill vacancies for 2 INTERNES to serve for 1 or 2 
years. Hospital is approved ‘by A.M.A. Interne training being 
conducted. Salary $100. Passage will be paid. 

Applications to Administrator. 

NEW YORK. ALBANY HOSPI" AL, Albany, New York, 
U.S.A. INTERNSHIPS and RESIDE NCIES available in 
700- Bed general, private Albany Hospital, direct}y connected 
with Albany Medical College. Approved for all major specialties. 
Participating in Exchange-Visitor Program. Salary range 
$1320—$2220 annually in addition to laundry, uniforms and 
room. All appointments begin Ist July, 1954. 
For further information apply to Medical Director. 


Public Appointments 


BIRMINGHAM. CITY OF BIRMINGHAM. Public 
HEALTH DEPARTMENT. Whole-time ASSISTANT MEDICAL 
OFFICER (Male or Female) for maternity and child welfare. 
Applicants should have had experience in work with mothers 
and children, including a 6 months resident post in a maternity 
hospital and in a children’s hospital. The D.P.H. or D.C.H. 
will be considered an additional qualification. The duties will 
be mainly in connection with maternity and child welfare as 
well as the medical aspects of the care of deprived children. 
Salary £950-£50-£1300 p.a. according to qualifications and 
experience, Pension scheme (including Widows and Orphans) ; 
medical examination. 

Form obtainable from the Medical Officer of Health, Council 
House, Birmingham, 3. Applications, with 3 recent testimonials, 
to be returned by 7th November. 1953. 

BUCKS. COUNTY OF BUCKS. Borough of High 
WYCOMBE AND MARLOW URBAN AND WYCOMBE RURAL DISTRICTS. 
Applications are invited from registered medical practitioners 
holding the qualifications prescribed by the Sanitary Officers 
(Outside London) Regulations, 1935 and 1951, for the whole- 
time joint appointment of ASSISTANT COU?) NTY MEDICAL 
OFFICER AND DEPUTY MEDICAL OFFICER OF HEALTH 
for the Borough of High Wycombe and the Marlow Urban and 
Wycombe Rural Districts. Salary within the scale of £979 3s. 4d. 
£1328 Os. 7d. p.a. Travelling and subsistence allowances will 
be paid on the appropriate Council’s scale. The appointment is 
superannuable, and subject to medical examination. 

Further particulars and forms of application may be obtained 
from the undersigned, to whom applications must be delivered 
by 21st November, 1953. 

Guy R. Crowcu, Clerk of the Bucks County Council. 

_ County Hall, Aylesbury, October, 1953. < 
DERBYSHIRE COUNTY COUNCIL. Applications are 
invited from registered medical practitioners (Male or Female), 
holding the D.P.M., who have had training in child psychiatry, 
for the whole-time post of CHILD PSYCHIATRIST. Salary 
£1300 p.a. by annual increments of £50 to £1750 p.a., plus a car 
allowance. 

Full particulars and application forms obtainable from 

De... J5. B. MorGAN. County Medical Officer, County Offices, 
St. Mary’s Gate Derby. 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to ¢ 7% Insnector of Factories, 8, St. James’s- 
square, London, S.W. 


Latest date for receipt of 


District County applications 
WIRKSWORTH DERBY sa 14TH NOVEMBER, 1953 
WILMSLOW .. CHESTER 14TH NOVEMBER, 1953 


FLINTSHIRE COUNTY COUNCIL. (Population 145,700.) 
Applications are invited for the appointment of DEPUTY 
MEDICAL OFFICER OF HEALTH (Male) from duly qualified 
and registered medical practitioners holding the Diploma in 
Public Health or similar qualification. Salary according to 
Award No. 2321 of the Industrial Court, plus a car allowance. 
Commencing salary will be fixed according to experience. The 
officer appointed will be required to devote the whole of his time 
to the duties of the office, and to act under the direction of the 
County Medical Officer of Health. The appointment is super- 
annuable and the successful candidate will be required to satisfy 
a medical examination. 

Form of application can be obtained from the undersigned, 
and should be returned not later than 16th November, 1953. 

W. HuGu Jones, Clerk of the County Council. 
County Buildings, Mold, 22nd October, 1953. 


DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Position vacant. RESIDENT MEDICAL SUPERINTENDENT, 
City Home and Hospital, Limerick. Inclusive salary £1250— 
£40—£1450. 

Application forms and particulars from the Secretary, 
45, Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms, 5 P.M., on 10th November, 1953. 
HER MAJESTY’S COLONIAL SERVICE. Nigeria. 
Applications are invited from Doctors with medica! qualifications 
registrable in the United Kingdom and with at least 1 years 
experience after qualification for the following posts in the 
Medical Department of the Government of Nigeria :- 

(a) MEDICAL OFFICERS, for general duties in preventive 
and curative medicine which may include purely rural health 
work, involvi ing muc h a 

(6) MEDICAL OFFICERS OF HEALTH. Duties as under 
(a). In addition a selected Officers would undertake the 
contro] of sanitary matters, and may be required to perform 
the duties of Port Health Officer at a sea or air port. Candidates 
should possess a Diploma in Public Health. A Diploma in 
Tropical Hygiene, though not essential, is desirable. 
Appointments may be made as follows :— 

(a) on 3 years probation for permanent and pensionable 
employment in the Colonial Medical Service, with retiring age 
of between 45 and 55. Pensions are at the rate of 1/600th of final 
pensionable emoluments for each completed month of reckonable 
service ; 

(b) from the National Health Service. Candidates may 
resign from the National Health Service but retain their super- 
annuation rights during their time in Nigeria (up to 6 years) 
and receive a resettlement grant of 20% of the aggregate of their 
Colonial salary on leaving Nigeria at the end of their engage- 
ment ; or 

(c) on short-term contract (2-4 tours of 18 months duration) 
with inclusive salary of from £1087 p.a. rising to £2000 p.a. ; 
on completion of contract a gratuity is paid at the rate of 
sod 10s. for each completed period of 3 months service (including 
eave ). 

Officers appointed under (a) or (ce) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. Salaries, including 
pensionable expatriation pay for Officers appointed under (a) 
or (b) range from £950 to £1850 p.a. Starting salary in all 
cases depends on experience and war service. Quarters are 
provided at Jow rents. Free passages in both directions are 
proviced for Officer and his wife. Payment of the cost actually 
incurred on 1 outward and 1 homeward passage for each of 2 
children under age of 18, subject to maximum of £75 in respect 
of the return journey for each child, is also granted. Income- 
tax at local rates. Local leave is permissible and generous home 
leave is granted after each tour of 18 months duration. 

Application forms can be obtained from the Director” of 

Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
No. CDE. 117/14 /01) 
HER MAJESTY’S COLONIAL SERVICE. Mauritius. 
An ASSISTANT TUBERCULOSIS OFFICER is required in 
the Medical Department of Mauritius to give assistance to the 
Specialist in Tuberculosis in the prevention and treatment of 
the disease and to perform such other duties as directed by the 
Director of Medical Services. Appointment will on agreement be 
for 3 years in the first instance—the post may later be declared 
permanent and pensionable. Salary scale ranges from Ks.10,020 
to Rs.19,020 (£751 10s.-£1426 10s.) a year. In addition a 
temporary non-pensionable cost-ef-living allowance is payable 
amounting to 12° on salary up to Rs.12,000 (£900) a year and 
9° on all salary over Rs.12,000 (£900) a year. Candidates in 
the National Health Service may resign from the National 
Health Service but retain their superannuation rights (up to a 
limit of 6 years) during their time in Mauritius and receive a 
resettlement grant of 20% of the aggregate of their Mauritius 
salary on leaving Mauritius at the end of their engagement. 
Quarters are not provided, but officers who have not been 
allocated Government houses will be reimbursed any difference 
between approved rent paid for a private house (subject to a 
maximum of Rs.300 (£22 10s.) a month and the 10% of salary 
they would normally pay for a Government house. For this 
purpose, officers residing in hotels or boarding houses will be 
regarded as paying half the board and lodging charge for them- 
selves and their wives in respect of rent. Income-tax at local 
rates. Free passages in both directions are provided for Officer, 
wife, and children not exceeding 5 persons in all. Generous 
home leave is granted after tour. Candidates must have quali- 
fications registrable by the General Medical Council in the 
United Kingdom. Previous experience in tuberculosis work 
preferable but not essential. 

Application forms can be obtained from the Director of 
Recruitment’ (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1 (quoting reference 
No. CDE. 117/52 010). Tes 
KINGSTON UPON HULL CORPORATION. Health 
DEPARTMENT. Applications are invited from registered medical 
practitioners of either sex for the appointment of ASSISTANT 
MEDICAL OFFICER. Under the Corporation’s scheme for 
the inter-availability of Medical Officers, the post involves duties 
in the School Health Service, the Maternity and Child Welfare 
Section, and other Local Health Authority’s Services and, in 
the event of the appointment of a Male officer, duties under the 
Hull and Goole Port Health Authority. The salary scale is 
£950 p.a., rising by annual increments of £50 to £1300 p.a., and 
regard will be paid to previous service in the grade in fixing 
the commencing salary. The possession of a qualification in 
Public Health or the D.C.H. will be an advantage, and preference 
will be given to candidates who are approved by the Ministry 
of Education for the purpose of ascertainment of educationally 
subnormal pupils. 

Forms of application and schedules of conditions may be 
obtained from the Medical Officer of Health, Guildhall, Kingston 
upon Hull, to whom the completed application forms should 
be returned not later than 20th November, 1953. 53 
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IPSWICH. COUNTY BOROUGH OF IPSWICH. Public 
HEALTH DEPARTMENT. Locum Tenens ASSISTANT MEDICAL 
OFFICER OF HEALTH required immediately. Salary in 
accordance with approved scale. 

Application form from Medical Officer of Health, Elm-street, 
Ipswich. 

LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioners required for appointment of ASSISTANT DIVI- 
SIONAL MEDICAL OFFICERS in areas adjacent to Bolton, 
Bury, Manchester, Wigan. Possession of D.P.H. desirable. 
Salary £950-£50-£1300 p.a. Travelling and subsistence allow- 
ances where applicable. Posts superannuable and subject to 
medical examination. 

Application forms and further particulars obtainable from 
County Medical Officer, East Cliff County Offices, Preston. 
METROPOLITAN WATER BOARD invite applications 
from duly qualified medical men possessing wide experience in 
the chemical and bacteriological examination of water for the 
position of DIRECTOR OF WATER EXAMINATION which 
will shortly become vacant on the retirement of the present 
holder. The salary scale will be £2750 p.a., rising subject to 
satisfactory service, by annual increments of £150 to £3500 p.a. 
The Director will be required to give his whole-time to the 
service of the Board ; to superintend and be responsible to the 
Board for al) examinations, analyses and experiments, and the 
reports thereon, concerned with the quality of the supply ; 
and to undertake such research work and chemical analyses 
and investigations, whether of water or otherwise, as may from 
time to time be required of him. Laboratory and office accom- 
modation, equipment and staff are provided. The appoint- 
ment will be held during the pleasure of the Board, and the 
person appointed will be subject to the Standing Orders, regula- 
tions and conditions of service which may from time to time be 
in force and appropriate. The selected candidate will be 
required to pass a medical examination by the Chief Medical 
Officer and to undertake in writing to join the Board’s Super- 
annuation and Provident Fund. Pensionable service under the 
Local Government Superannuation Act, 1937, the Local Govern- 
ment Superannuation (Scotland) Act, 1937, or under the Local 
Government and other Officers (Superannuation) Act, 1922. may 
under certain conditions be counted as pensionable service with the 
Board. 

Applications, which must be submitted on the form provided 
for the purpose, a copy of which can be obtained from the 
undersigned on receipt of a stamped foolscap envelope, should 
be addressed to the Clerk of the Board endorsed “ Appoint- 
ment of Director of Water Examination ” and must reach the 
offices of the Board not later than 16th November, 1953. The 
form contains further particulars concerning the appointment. 
Canvassing in any form, direct or indirect, will be held to be a 
disqualification, ’. 8. CHEVALIER, Clerk of the Board. 

Offices of the Board, New River Head, Rosebery-avenue, 

London. B.C.1. 16th October. 1953. 
NOTTINGHAMSH:iRE CUUNTY riucknall 
URBAN DISTRICT COUNCIL. Mixed appointment. Applications 
are invited from registered medical practitioners for the mixed 
whole-time appointment of ASSISTANT COUNTY MEDICAL 
OFFICER AND MEDICAL OFFICER OF HEALTH to the 
Hucknall Urban District. Applicants must have had at least 
3 years professional experience since qualifying, be experienced 
in the duties of Medical Officer of Health, School Medical Officer 
and the care of mothers and young children, and possess a 
Diploma in Public Health. Salaries are in accordance with 
Awards 2285, 2321 and 2452 of the Industrial Court for Public 
Health Medical Officers holding mixed appointments, namely :— 

(a) Assistant County Medical Officer (32/44ths) £875- 
£39 15s. 6d.-£1034 2s. (on scale £1100-£50-£1300 plus loading 
in accordance with Spens formula). 

(b) Medical Officer of Health 
£13 12s. 9d.-£490 18s. 3d. 
12/44ths of £100). 

Application forms and conditions of appointment are obtain- 
able from my Office and applications should reach me by 
20th November, 1953. Canvassing disqualifies. 

K. TWEEDALE MEaby, Clerk of the County Council. 
Shire Hall, Nottingham. 

NEW ZEALAND. Applications are invited from qualified 
medical practitioners of the British Empire for the position of 
ASSISTANT TUBERCULOSIS OFFICER in the Department 
of Health, New Zealand. Special importance will be attached 
to previous experience as a Specialist in tuberculosis. Salary in 
accordance with the Hospital Employment Regulations and 
within the range of £NZ1290 up to £NZ1590 p.a., non-resident. 

Conditions of appointment, form of application, &c., obtain- 
able on request (mentioning this paper and quoting reference 
No. A.3/6/4) from the High Commissioner for New Zealand, 
415, Strand, London, W.C.2, with whom completed applications 
should be lodged not later than Saturday, 5th December, 1953. 
NEWFOUNDLAND PROVINCIAL DEPARTMENT OF 
HEALTH, ST. JOHN’S, NEWFOUNDLAND, CANADA. Medical Officers 
required :— 

(1) ASSISTANT MEDICAL OFFICER, Cottage Hospital. 
$4000 p.a., plus maintenance in the Hospital. Posts are suitable 
for single men who have had a couple of years experience since 


qualification. 

(2) MEDICAL OFFICERS rural practices. Suitable for 
married or single practitioners with 2-3 years experience in 
general practice. temuneration approximately $7000 and in 
some areas appreciably more. In several of these practices 
unfurnished quarters suitable for married officers are provided 
and in a number, where a large amount of travelling by sea is 
involved, diesel cabin cruisers and crew are provided by the 
Depart ment. 

Further information may be obtained on application to the 
Deputy Minister, Department of Health, St. John’s, Newfound- 
land, Canada. Free transportation to Newfoundland is provided 
to all successful applicants. 


(12/44ths) £436 7s. 3d.— 
(on seale £1500-£50-£1700 plus 


STAFFORDSHIRE COUNTY COUNCIL. The County 
Council invite applications for the whole-time appointment 
of DEPUTY COUNTY MEDICAL OFFICER OF HEALTH 
AND DEPUTY COUNTY SCHOOL MEDICAL OFFICER. 
Applicants must be duly registered medical practitioners holding 
a Degree or Diploma in Public Health. Previous practical 
experience in public health and school health service work 
is essential. and candidates having had experience in administra- 
tion will receive preference. The candidate appointed will be 
required to undertake any duties required by the Council 
bearing on the health and school services of the County ; will 
act under the administrative control of and be responsible to the 
County Medical Officer of Health and County School Medical 
Officer ; will be required to provide a car for which allowances 
will be paid according to the County Council’s seale. The 
scale for this appointment is £1767 p.a., rising by annual incre- 
ments of £100(3) and £50(1) to £2117 p.a. The appointment 
wil be terminable by 3 calendar months notice in writ ng on 
either side and will be subject to the appropriate superannuation 
provisions and to the passing of a medical examination. Candi- 
dates should state in their applications whether or not they are 
related to any member or senior officer of the County Ceuncil, 
and canvassing in any form will be a disqualification. 

Applications marked ‘* Deputy County Medical Officer and 
Deputy County School Medical Officer,’’ together with copies 
of not more than 3 recent testimonials should reach the under- 
signed by not later than 11th November, 1953. 

T. H. Evans, Clerk of the County Council. 

County Buildings, Stafford. 14th October, 1953. ; a 
ROYAL ARMY MEDICAL CORPS. For new conditions 
and terms of service see page 26. 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ** Vacancy."” 


HOVE, EAST SUSSEX. Applications are invited for an 
Urban VACANCY at Ist January, 1954, due to retirement. 
List at present approximately 1300. Residence and surgery 
may be available. Apply on Form E.C.16a, to the Clerk, East 
Sussex Executive Council, Castlegate, Lewes. Completed forms 
must be received not later than first post on Tuesday, 10th 
November, 1953. 


The second Biennial Dinner for past and present medical 
staff of Bethlem Royal and the Maudsley Hospitals wil! be held 
at the Connaught Rooms on Tuesday, Ist December, at 8 P.M. 
The charge will be £1. Will all those who are entitled to an 
invitation and have not yet received one, please get in touch with 
me before Wednesday, 18th November. 

J.P. DEwsBeRY, Maudsley Hospital, Denmark-hill, S.E.5. 
Medical Journalism.—A Junior Assistant Editor will 
shortly be appointed to Tur Lancet staff. Applications are 
invited from medical men aged 26—-28.—Please write to The 
Editor, 7, Adam-street, Adelphi, London, W.C.2. 
London graduate, aged 34, married, 3 children, public 
school, Barts, qualified 11 years, ex-R.A.F. and extensive 
hospital experience, seeks partnership London or Home Counties, 
yrivate practice or otherwise. Adequate capital available.— 
Write air mail XYZ, Box 48, Capetown, S.A. 
Genuine 17th-Century Maps of every British County 
by Speed, Saxton, «ec. Framed or unframed.—FOLEY 
WHICKHAM, Antiques, 4, Royal Hotel Shops, Scarborough. 
Microscopes. Secondhand bargains, guaranteed sound 
order. Deferred terms if desired. Write for lists.—WALLACE 


HEATON Lip., 127, New Bond-street, W.1. 
Name Plates in oxydised bronze with ceramic enamel 
Leaflet and sketch post free.—MAILE & Son, 367, 


letters. 


0141), who are specialists in this kind of work. met Gam yt, 
“ Pregnancy Diagnosis by the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 Is. fee to : WELBECK 
BIOLOGICAL LABORATORIES, 26, Park-crescent, Portland-place, 
W.1 (Telephone : MUSeum 5386-7). 
Austin A30, A40 and A70 range, and all Show Models. 
A limited number of orders now acceptable from proven essential 
users for delivery ahead.—Brochures from Austin House, 
New Ford Popular and all Show Models.—Limited number 
of orders now acceptable from proven medical essential users. 
—Application forms, brochures, easy terms from: Ford 
Division, H. A. SAUNDERS LimireD, 140/144, Golders Green- 
road, London, N.W.11. 


G. M. BROADBURN 


regrets his inability to travel so extensively as heretofore, 
but would assure all Patrons tiat their requests for 


Medical, Surgical and Specialist 
BOOKS 
(all authors) 
will receive prompt attention 
London address now 
80 CAMPDEN STREET, W.8 
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MUAP 103 


FOR THE PATIENT with chronic urinary 
infection who needs to remain up and 
about 'Mandelamine’ and ‘Pyridium’ 


play complementary roles. 


‘MANDELAMINE’ has an antibac- 


terial potency equivalent to that of strep- 
tomycin and the sulphonamides without 
risk of drug-resistance. 


' PYRIDIUM j gives quick relief from 


distressing symptoms, by analgesia of the 
urogenital mucosa, without the depressant 
effects of narcotics or general sedatives. 


Used in combination ‘ Mandelamine’ and 
‘Pyridium’ give both effective antisepsis 
and gratifying symptomatic relief, with 
simple oral dosage and no arduous regimen. 


Each ‘ Mandelamine’ tablet contains 0.25g. 
(gr. 33) methenamine mandelate. Each 
‘Pyridium’ tablet contains 0.1g. (gr.1\) phenyl- 


azo-a-&-diamino-pyridine hydrochloride. 


* Mandelamine’ and ‘ Pyridium’ are the registered trade 


marks of Nepera Chemical Co. Inc. 


MENLEY & JAMES, LIMITED 
Coldharbour Lane, London, S.E.5 
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local 


protection 


When effective local antibiotic protectign is required, adequate 
defence against invading organisms can be achieved by the 
application of ALFICETYN Dusting Powder. 


In local surgery, and in the treatment of infected wounds, 
ulcers and burns, local treatment with the Dusting Powder 


will often be found more effective than the administration 
. of chloramphenicol by mouth. ALFICETYN Dusting Powder 
may be used also for the prevention or localisation of 
infection in abdominal surgery. 
The special sprinkler-topped vial, in which ALFICETYN 
Dusting Powder is supplied, provides a convenient means 
of distributing the powder directly on to the wound and a 
dry dressing may be applied over the powder. 


ALFICETYN Dusting Powder 


5 gramme sprinkler-topped vials contain- 
ing 5 per cent. chloramphenicol B.P. in a 
sterilised, free-flowing diluent. 


Literature on request. 


ALLEN & HANBURYS LTD- LONDON. E-2 


TELEPHONE: BISHOPSGATE 320/ (20L/NES). TELEGRAMS: “GREENBURYS, BETH, LONDON” 
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